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LIPEMIA RETINALIS: REPORTS OF THREE CASES. 


Henry P. WaceENER, M.D. 


ROCHESTER, MINN. 


These cases occurring in the Mayo Clinic and reported by a Fellow in Ophthalmol- 
ogy of the Mayo Foundation, confirm the view that ophthalmoscopic changes arise when 
the fat in the blood exceeds four per cent, and quickly disappear when it falls below 


that proportion. 


In one of the cases the increase of fat in the blood attended a lymphatic 


leukemia, and the appearance of the fundus was modified by that disease. 


Since so few cases of lipemia ret- 
inalis have been observed accurately 
even by ophthalmologists and intern- 
ists of large experience, it seems ad- 
visable to place on record as many 
single cases as possible in order to pro- 
vide ultimately a sufficient number for 
interpretative study. Three cases re- 
cently observed in the Mayo Clinic are 
herewith reported : 

Case 1 (A371647). Mr. C. E. A,, 
aged twenty-six years, was admitted to 
the Clinic, September 9, 1921, in in- 
He had had, 


cipient diabetic coma. 
since June, 1921, severe diabetes melli- 
tus which had not yielded to moderate 
dietary restriction. 

The urine contained 3.8 per cent 
sugar and large amounts of acetone 


and diacetic acid. The plasma carbon 
dioxid capacity was 21.7 volumes per 
cent. The blood contained 0.425 per 
cent sugar and 8.2 per cent fat.. The 
systolic blood pressure was 110 and 
the diastolic 85. There was moderate 
peripheral arteriosclerosis. 
Examination of the fundi revealed 
the characteristic picture of lipemia ret- 
inalis. The optic discs were waxy 
in apearance and their margins well de- 
fined. The caliber of the retinal arter- 
ies appeared somewhat narrower than 
normal. On the disc the arteries were 
a very pale salmon pink, the color fad- 
ing rapidly as the vessels grew smaller 
so that the arteries became practically 
white at a short distance from the disc. 
The veins on the disc were of a light 
chocolate hue, gradually becoming 
paler toward the periphery, so that the 
smaller venules were indistinguishable 


from the arterioles. There were no ret- 
inal or choroidal lesions. Two days 
later the appearance of the fundus had 
changed markedly. The arteries were 
nearly normal in color. The veins were 
still somewhat chocolate colored, but 
were easily distinguished, even the 
finer branches. The disc remained 
waxy in appearance. Examination of 
the blood showed that the percentage 
of fat had fallen to 4.08 per cent. 

The patient was dismissed from the 
hospital twenty-four days after admis- 
sion. The percentage of fat in the 
blood had fallen to 1.9 per cent and the 
fundus was entirely normal. The 
urine did not contain sugar; the blood 
contained 0.11 per cent sugar. 

The most interesting feature of this 
case, from an ophthalmologic stand- 
point, is the conformation in one pa- 
tient of Heine’s conclusion (based on 
his findings in two patients), that, 
when the fat in the blood reached 4 
per cent, the lipemia was suggested by 
the appearance of the retinal vessels; 
it became definitely recognizable when 
the percentage of fat rose to 8 per cent. 
The appearances of the fundus on the 
second examination in Case 1, altho 
suggestive of lipemia retinalis, were 
certainly not definitely diagnostic; the 
first picture on the other hand was un- 
mistakably characteristic, the diagnosis 
being confirmed independently by the 
chemical examination of the blood. 
From a medical standpoint, it is in- 
teresting to observe that in this case 
the patient’s acidosis and _ lipemia 
cleared up without starvation but on a 
diet relatively high in fats. 
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Case 2 (A381055). H.C. W., a boy, 
aged nine years, was brought to the 
Clinic January 6, 1922, because of dys- 
pnea, and a large mass in the right 
side of the neck. He had had influenza 
and parotitis at the age of six, and 
pertussis and chicken pox at seven. 
Tonsillectomy and adenoidectomy had 
been performed when he was four 
years of age, and circumcision when he 
was six. Since his second year, he had 
had recurring attacks of asthma and 
hay fever, occurring during the latter 
part of August. Three weeks before 
examination, the glands on the right 
side of the neck began to enlarge rapid- 
ly. One week later, his face became 
puffy and in a few days labored breath- 
ing began. 

Objectively, there were multiple 
small petechiae on the face, neck, 
chest, and upper extremities and a few 
purpuric areas on the arms and neck. 
There were multiple coalescent nodular 
masses in the right cervical, supraclavicu- 
lar, and infraclavicular areas, and slight 
glandular enlargement in the left cervi- 
cal, the axillary, and the inguinal 
regions. In the chest, was an area of 
dullness 11 cm. in diameter at the 
second interspace, extending down- 
ward from the suprasternal area and 
blending with that at the base of the 
heart. This was interpreted as an en- 
larged thymus combined with an aden- 
opathy affecting the tracheobronchial 
lymph nodes. The spleen was felt 4.5 
cm. below the costal margin and the 
liver 6.5 cm. below. Roentgenograms 
of the chest showed marked mediastin- 
al thickening, probably glandular. The 
urine contained a trace of albumin and 
an occasional pus cell; the specific 
gravity was 1.018. Hemoglobin was 
61 per cent, erythrocytes 3,160,000, and 
leukocytes 51,200, with a very marked 
predominance of lymphocytes. 

A tentative diagnosis of lymphatic 
leukemia was made; and two days after 
admission, and again a week later, 
radium was applied to the involved 
areas. The glandular enlargements 
and the mediastinal mass decreased 
rapidly, and the liver and spleen also 
became smaller. There was consider- 
able variation in the leukocyte count, 
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ranging on different days from 6,200 
to 24,000. The differential count three 
weeks after admission showed mature 
lymphocytes 8.6 per cent, immature 
lymphocytes 79.2 per cent, mast cells 
0.4 per cent, neutrophils 7.8 per cent, 
eosinophils 0.2 per cent, myelocytes 
0.2 per cent, and normoblasts 3 per 
cent. The anemia gradually became 
more marked and nineteen days after 
admission the hemoglobin was 31 per 
cent, and the erythrocytes 1,900,000. 

Because of the variability in the 
blood counts, ophthalmoscopic exami- 
nation was made with the idea that the 
presence or absence of a leukemic ret- 
initis might aid in establishing diag- 
nosis. Nineteen days after admission, 
the fundi were first seen. The discs 
were waxy in color and somewhat 
blurred as if from slight edema. The 
arteries and veins appeared ribbon 
like; they were practically indis- 
tinguishable except on and near the 
nerve heads, and were almost white. 
The larger choroidal vessels were 
easily visible and were of a light yel- 
lowish tinge. The smaller retinal ves- 
sels could not be seen against this 
background. There were a few scat- 
tered retinal hemorrhages. 

The picture differed markedly from 
that ordinarily seen in leukemia, and 
comparison with cases of pernicious 
anemia with even lower hemoglobin 
percentage demonstrated that the ap- 
pearance of the retinal vessels could 
not be caused by anemia alone. The 
diagnosis of lipemia retinalis was made 
by exclusion. The blood drawn twenty- 
four hours later, showed, on standing, 
the characteristic creamy serum, in 
which the microscope revealed fat 
globules. Chemical analysis yielded 5 per 
cent total blood fat. Two days after the 
retinal lipemia was noted, the patient 
was transfused with 500 c.c. of citrated 
blood. The next day, the retinal blood 
showed a return of color, the whitish 
appearance being visible only in the 
smaller vessels which could now be 
traced well to the periphery. On the 
fifth day after the original observation, 
the retinal lipemia had practically dis- 
appeared. The hemoglobin was 55 per 
cent, the erythrocytes 3,340,000 and the 
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leukocytes 8,800. The differential count 
was lymphocytes, 93.5 per cent, poly- 


morphonuclear neutrophils 5.5 per 


cent, large mononuclears 0.5 per cent, 
eosinophils 0.5 per cent, and nucleated 
red cells, 0.5 per cent. Total blood fat 
was not again determined. The patient 
was dismissed on the sixth day. 

There is some doubt with regard to 
the factor leading to the lipemia, and of 
the bearing of the lipemia on diagno- 
sis and prognosis. There was no sugar in 
the urine and the specific gravity was con- 
stantly low. It is possible that the rapid 
destruction of tissue produced by the 
radium may have resulted in temporary 
overloading of the blood with lipoid sub- 
stances. The possibility of the occurrence 
of lipemia in rapidly developing anemias 
is suggested by the experimental work 
of Boggs and Morris on lipemia in rab- 
bits. The subject is certainly worthy 
of further investigation. It seems most 
probable that the failure to observe 
lipemia retinalis usually has been ow- 
ing to its transitory appearance rather 
than to its rarity. 

Case 3 (A385906). H. S., a girl, aged 
ten years, was brought to the Clinic 
April 9, 1922, because of polydypsia, 
polyuria, loss of appetite, and loss of 
weight and strength. Shortly after the 
appearance of her symptoms fifteen 
months before, urinalysis had revealed 
the presence of sugar, and for about a 
year, she had been on a qualitatively 
restricted diet without improvement. 

Examination of the eyes showed 
vision 6/5 in each eye, slightly unequal 
pupils with normal reflexes, and no 
external ocular lesions. Examination 
of the fundi revealed a picture fairly 
characteristic of lipemia retinalis. The 
optic discs were waxy in appearance. 
The retinal arteries were pale salmon 
pink on and near the discs, while the 
finer branches were practically white. 
The larger retinal veins were of a 
chocolate hue and the smaller venules 
were creamy white, but still dis- 
tinguishable from the arterioles. The 
diagnosis was confirmed on venipunc- 
ture, as, after centrifugalization of the 
blood, the serum had the opaque 
creamy appearance typical of lipemia. 


As is usually true when the blood fat 
is high in diabetes, this patient was on 
the verge of coma. She was quite 
drowsy at the time of examination. The 
urine contained 4 per cent sugar, some 
acetone, and diacetic acid. The plasma 
carbon dioxid capacity was 21 volumes 
per cent. The blood contained 0.40 per 
cent sugar and 3.5 per cent fat. The 
hemoglobin was 75 per cent and leuko- 
cytes 8,200. It is probable that the 
actual fat content of the blood was 
higher than here reported, as unfortu- 
nately the blood had clotted before the 
estimation was undertaken and it was 
impossible completely to extract the 
lipoid substances. 

This patient is still under observa- 
tion and in fair condition, altho her 
urine still contains 0.6 per cent sugar 
on a very limited diet. The retinal 
lipemia was as usual very transitory. 
It was much less noticeable in two 
days, and it had completely disappeared 
within a week. The fundi have since 
been normal on repeated examinations. 
The blood fat has not again been de- 
termined. 

In the cases heretofore reported the 
lipemia giving rise to the characteris- 
tic retinal picture has been an incident 
in the course of severe diabetes melli- 
tus. According to Moore, “Lipemia is 
described as occurring in a number of 
widely differing diseases, for example, 
chronic alcoholism, phthisis, asphyxia, 
nephritis, phosphorus poisoning, pneu- 
monia, peritonitis, gout, starvation, 
and diabetes. I have, however, been 
unable to discover any reported case 
where lipemia retinalis was observed, 
except where diabetes was the cause.” 
The impression is gained from text 
books and case reports that it is only 
in diabetes mellitus that the fat content 
of the blood rises above the 4 per 
cent requisite for its recognition in the 
retinal vessels. That this is not neces- 
sarily true is shown by the findings in 
our second case. 

I have been able to collect in the 
literature seventeen cases of lipemia 
retinalis. As an aid to further study I 
have tabulated the essential features in 
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these cases, including age, sex, per- 
centage of blood fat, and length of life 
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Length of life 
after observation. 


termined such high blood fat values, 
the accuracy of the data of Reis, 
Fraser, and Koellner would seem to be 
open to question. 


Remarks 


Forty-four days 


Living three 
months after 


Ten days 
l'wenty-four hours 


Six days 


A few hours 


Seventeen days | 


Four months 


Nine weeks 


Six weeks | 
Twenty-four hours 
Twenty hours 


Six weeks 


Twenty-four hours 


Living after one 
month 


Not stated 


Living after one 
month 


Seven days 


Living after two 
months 


Lipemia retinalis disappeared 
in two months. Microscop- 
ic findings stated as al- 
bumincus granules, not fat. 


Blood fat taken six hours 


before death. 

Slight picture, only definitely 
diagnosed because of 
change from previous nor- 
mal findings. 


| No data except that the pa- 


tient was young, diabetic, 
and died. 


Fundus picture less marked 
after blood fat dropped to 
13 per cent. 


Plasma of blocd in sections 
stained with Sudan III. 


Fundus normal in _ two 
weeks. Fat in blood 2.9 
per cent six days after 
first observation. 


Retinal lipemia had dimin- 
ished in two days, when 
the blood fat had fallen to 
4 per cent, and had dis- 
appeared in three weeks, 
when the blood fat was 
1.9 per cent. 


Retinal lipemia had _ prac- 
tically disappeared in five 
days. 

Retinal lipemia had disap- 

peared in a week. 


after observation of the lipemia. Since 
recent investigators have not de- 
TABULATION OF TWENTY CASES OF LIPEMIA RETINALIS: 
| | Blood fat, 
Author, Year. Sex, Age per cent 
Heyl, 404 be M—20 Microscopic ex- 
amination only 
M—26 Microscopic ex- 
amination only 
| M—28 18.129 
SS M—17 16.5 | 
| 
Heine, 1906. M—17 8.65 
Heine, M—* 4.0 | 
| | 
Turney and Dudgeon, 1906. | F—35 Microscopic ex- | 
amination only | 
M—* 7.5 
M—48 | Large amount 
M—23 | Not stated 
M—25 | Not stated 
M—29 9.50 
Williamson, 1921.......... M—26 Not stated 
M—26 8.2 
Wagener, 1922............. | Foo | 3.5 
| 
| 
| 


*Not stated. 
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SOCALLED SOLID EDEMA; LYMPHOMA. 


ARTHUR J. 


ALBANY, 


M.D., F.A.C.S. 


N. Y. 


Two cases are here reported in which the histologic diagnosis of the removed tumors 


was lymphoma. 


One under observation for 9 months and classed as a solid edema, was 


circumcorneal and apparently benign; the other affected the lid, ultimately recurred, anq 
the patient died after four years from laryngeal and pulmonary lesions. Read before the 
American Academy of Ophthalmology and Oto-Laryngology, October, 1921. 


Solid edema, an ill defined term, has 
seldom been applied to an eyeball lesion, 
so there is very little in the literature 
in reference to the condition. The com- 


felt ill for some days, with a little puff- 
ness of the eyelids in the morning and 
some sensation of a foreign body in the 
eye. Most of her discomfort disap- 


Fig. 1.—Case 1. 


mon understanding of the disease is 
a recurring swelling with redness. The 
example that we place before you is 
of an entirely different type. 

Mrs. L. D., age fifty-two years, an 
American born housewife, first com- 
plained of trouble wih her right eye in 
August, 1919. A slight redness ap- 
peared on the inner side of the eyeball 
which increased in size. This injection 
appeared after a motor trip, when the 
eyeball pained badly and the patient 
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Superficial mass showing conjunctival surface and tumer. 62.5X. 


peared after the use of hot compresses, 
but the redness and swelling steadily 
increased. Thru the kindness of Dr. 
A. W. Sylvester, I saw the patient 
on August 5, 1920. See Plate VI. 
The vision of the right eye was 
20/40, cornea clear, pupil 4 mm., regu- 
lar, active, with no alteration in the 
color or consistency of iris. The media 
were clear, and the disc distinctly out- 
lined without abnormality of pigment 
or vessel distribution. No change in 
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A CASE OF “SOLID EDEMA"’, LYMPHOMA—DR. BEDELL 


A ROUNDED, ELEVATED. PERI-BULBAR MASS EXTENDING FROM LIMBUS 
BACKWARD FADING INTO THE SURROUNDING TISSUE THE 
HIGH LIGHT REPRESENTS THE DEFINITE EDEMATOUS 
APPEARANCE OF THE GROWTH 


PLATE VI 
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the retina or choroid, so that the entire 
lesion was extraocular and occupied a 
position mainly to the nasal side of the 
globe. This pericorneal mass was 14 
mm. wide and about 5 mm. thick. It 
was round, pink and edematous look- 
ing, and extended from a point about 
opposite the insertion of the superior 


ed area, one disc diameter in size, of 
pigment absorption and deposits. 
When a child the patient had scarlet 
fever and measles and has always been 
susceptible to “‘cold;” once had an ab- 
scess of her eyelid, and once an abscess 
of her throat. At twenty she had a 
nervous breakdown, but since that 


Fig. 2.—Case 1. Nuclei large, oval, granular eccentric. 600X. 


rectus around the globe to the temporal 
side of the inferior rectus. The con- 
junctival vessels passed over the tumor 
without increased tortuosity and were 
only slightly enlarged in caliber, altho 
more numerous and on pressure easily 
compressed. The tumor lay beneath 
the conjunctiva, was firm to pressure, 
immobile with a smooth margin which 
faded into the surrounding tissue, ex- 
cept at the limbus where the conjunc- 
tiva bulged to cover the mass. 

The left eye: vision 20/70, pupil 4 
mm., regular, active, media clear, disc 
without change, but in the macular 
region a lattice like, irregularly round- 


time has had no recurrence. Has one 
living child and has lost none. She 
has had no injury or constitutional in- 
fection of any kind. She has never 
spent any long period in a tropical 
country, and has never had any in- 
testinal upset or malaria. 

To determine the nature of the mass, 
the patient was admitted to the Albany 
Hospital, where the blood Wassermann 
was found to be negative. The urine 
and stool were also negative. Subcu- 
taneous injections of old tuberculin 
caused no local, general or focal reac- 
tion. Three teeth were found to have 
apical abscesses and were removed, 
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and the patient given hexamethylen- 
amin and increasing doses of potassium 
iodid. 

After having been under observation 
four months, it seemed that there was 
a positive increase in the growth. On 
the 10th of December, under cocain 
anesthesia, the Shahan thermophore 


seen by Dr. George E. de Schweinitz 
who considered the condition one of 
the socalled solid edemas, and felt that 
the mass was probably not malignant. 
At this time all the perinasal sinuses 
were negative physically and by X-ray. 

Some months later, May 7th, the pa- 
tient again entered the Albany Hos- 


Fig. 3.—Case 2. Showing enlarged mass on everted lids. 


with the 5 mm. tip was placed over the 
superior margin of the mass with a 
temperature of 156° for one minute. 
The application had no effect. Because 
of the smooth margin, taken in con- 
junction with the other findings, the 
patient was told that probably the 
mass was a firm edema. The growth 
was slightly larger, but there was the 
thought that it might be malignant 
and, therefore, I hesitated, for fear of 
making conditions worse, to take a 
piece for microscopic study. 

On February 2, 1921, the patient was 


pital, and a small piece of the tumor 
was removed, which Dr. Ellis Kellert 
reported as probably not malignant, 
a lymphoma. On the 25th of May, 
under ether, a conjunctival incision 
was made 3 mm. from the limbus, ex- 
tending from above down to the in- 
ferior rectus. The conjunctiva was 
easily separated from the growth. At 
no place did the conjunctiva seem to 
enter into the mass. However, the 
tumor encircled the internal rectus and 
inferior rectus, so that it was neces- 
sary to dissect it carefully from the two 
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muscles. Altho somewhat adherent to 
the sclera, it did not penetrate deeply. 
When removed, the tumor was soft 
and friable. There was very little 
bleeding, but the conjunctiva tore so 
easily that ordinary sutures would not 
hold, therefore, two traction sutures 
were placed across the cornea. The 
healing was uneventful. Conjunctival 


months, there is no evidence of tumor 
formation. The one guinea pig killed 
showed no evidence of tuberculosis. 
It is well known that the follicles of 
the conjunctiva may proliferate in such 
a way that great masses of true 
lymphoid structure are found. As far 
as we know, there is no record of a 
mass growing on the eyeball of this 


r 


Fig. 4.—Case 2. Nuclei deep staining, uniform in size and shape, rounded. 350X. 


apposition is excellent and the only 
point where vascularization persists is 
at the side of the preliminary tumor 
dissection. 

The tumor mass proved to be a true 
lymphoma, consisting chiefly of lymph- 
ocytes and some connective tissue 
strands. The walls of the capillaries 
and blood vessels were intact. 

Bacteriologically nothing had been 
developed. No organisms were found 
in the growth, and the parts implanted 
in rabbits and guinea pigs have failed 
to cause the death of any of the ani- 
mals, and now at the end of several 


size that has proved to be lymphoma- 
tous. 

In comparison with the case just 
cited is that of Mr. G. B., age sixty 
years, who was first seen January 3, 
1910, giving a history of irritation as 
of something in the left eye for two 
months, during which time there had 
been some lacrimation with slight se- 
cretion in the morning. The eyelids 
were decidedly thick with entropion of 
the lower lids as a result of many large 
firm, greyish pink masses. These 
swollen areas were tense, firm and 
round. In the upper cul de sacs, ex- 
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tending from the cartilaginous border, 
were masses, the largest of which 
measured 3.5 mm. by 1 mm. These 
masses were removed and on examina- 
tion proved to be lymphoma, which 
later, however, took on certain changes 
so that the diagnosis was made of 
lymphocytoma, lymphoblastoma, lym- 
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the lungs following laryngeal spasm, 
For months before his death it was 
with great difficulty that he could 
speak. 

Histologically, the tissue was lym- 
phoid in character with no suggestion 
of lymphoid follicles and germinal 
centers. The individual cells closely 


L 

Fig. 5.—Case 2. Nuclei deep staining, rounded. 
phosarcoma and malignant lymphoma. 

Despite a very careful removal of all 
the diseased tissue, there were recur- 
rences with extension first showing it- 
self as a mass on his upper lid and ex- 
tending from there to the glands of his 
neck and deep into the orbit, but ex- 
tending in such a way that there was 
no proptosis, but an extension of 
growth back from the lids themselves. 
After being under observation four 
years, the patient went to bed August 
20, 1914, and died September 21st of 
the same year, as a result of edema of 


Some nuclei granular oval, showing cytoplasm. 


600X. 


resembled the normal lymphocytes, and 
ccasionally, similar but larger cells 
resembled lymphoblasts. Mitotic fig- 
ures were present but not numerous. 
The stroma was scanty, the blood ves- 
sels abundant and fairly well de- 
veloped.* 

It is hoped by the careful considera- 
tion of these two cases that others 
may record their observations and 
something new be gained. 


*Photomicrographs and 
made under the direction of Dr. 
Schneider. 
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RETINITIS PROLIFERANS WITH HODGKIN'S DISEASE 


RETINITIS PROLIFERANS FROM ANEMIA PRODUCED BY 
HODGKIN’S DISEASE. 


GeEorRGE Huston Bett, M.D., F.A.C.S. 


NEW YORK CITY 


The case here reported began two years before with swelling in the glands in the 
neck and failing vision, said to be due to retinal hemorrhage. The ophthalmoscopic ap- 


pearances found are reproduced in Plate VII. 
Society, May, 1922. 


This patient was seen by the mem- 
bers of the Eye Section of the New 
York Academy of Medicine on May 16, 
1921. Retinitis proliferans is seen so 
rarely, and the subject is so interesting, 
that I think this case of mine warrants 
publication, as the etiology points to 
Hodgkin’s disease, from which the pa- 
tient has been a sufferer for the last 
two years. 

J. G., age 24, Federal Board student, 
was first seen by me at the U.S. P. H. 
Hospital No. 38 (New York Polycli- 
nic) on January 2nd, 1921. He was 
complaining of poor vision, insomnia, 
nervousness, shortness of breath and 
some difficulty in swallowing at times. 
He gave the following history: Twenty 
months previously he had been. treated 
in the Army Hospital (Camp Dix) for 
Hodgkin’s disease. The treatment 
consisted of six injections of neosal- 
varsan, also he had Roentgen ray treat- 
ment to the enlarged glands every 
week for ten weeks. Two years ago, 
when he first noticed the swelling of 
the glands in the neck, his vision began 
to fail. At that time a diagnosis of 
retinal hemorrhages was made. 

Status Praesens: Weight now 130 
pounds, two years ago 165. The exam- 
ination revealed enlarged lymphatic 
glands on both sides of the neck and 
in both axillary regions. He also com- 
plained of sore throat, and both ankles 
were swollen and had been for the last 
three weeks. Patient had a marked 
bronzing of the skin. The conjunctivae 
of both eyes were congested. An in- 
equality of the pupils was observed in 
this case, which I think was due to 
pressure of the glands on the cervical 
sympathetic. Also there was some 
edema of the eyelids. Vision R—20/30; 
L=20/100. The dimness of vision in 


R. progressed more rapidly than in L. 
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The fundus of each eye presents a 
beautiful picture, and one that is sel- 
dom seen. (See Plate VII.) 

The fundus of O.D. presents a large, 
shiny white mass in the temporal por- 
tion of the retina, extending anterior 
to the equator. This mass of connec- 
tive tissue membranes projects out into 
the vitreous, and is covered with blood 
vessels, which look like arterial twigs. 
They spring from this mass and ex- 
tend forward beyond the limits of the 
ophthalmoscopic field. From this big 
mass a thin membrane passes back and 
is attached to the disc. About two 
millimeters below the papilla, there is 
a new formation which is covered 
mostly by blood vessels. A thin mem- 
brane of connective tissue also con- 
nects this new formation with the disc. 
Nearly all these sheets of connective 
tissue in retinitis proliferans, accord- 
ing to Oatman, are attached posterior- 
ly to the papilla. 

The vascular changes in O.S. are 
more pronounced. There are four solid 
masses of connective tissue which ex- 
tend out from the retina into the vitre- 
ous, two of which are covered with ad- 
ventitious blood vessels. One of these 
masses takes in a portion of the macu- 
lar region. These masses are greyish 
white in color, very dense and thick. 
They are immovable and do not float 
about in the vitreous when the eye is 
moved. These membranous opacities 
in the left eye widen out fan-wise to- 
wards their anterior attachment. There 
is a thin veil of connective tissue that 
connects all four of these solid masses, 
also there is a broad band of connective 
tissue which unites the largest of those 
masses to the papilla. In this eye as 
well as in the right, there seems to be 
an anastomosis of the arterial and ven- 
ous circulation in these new formation 
blood vessels. 
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General Examination: His urine was 
normal. The Wassermann tests—spin- 
al and blood were negative. Also the 
tuberculin test was negative. Blood 
pressure; systolic 128, diastolic 80. 
X-ray of chest was negative. Looking 
him over for the “Three T’s” (Teeth, 
Tonsils and Toxemia), the X-ray of 
the teeth was negative. The tonsils 
were diseased and enlarged—in fact, 
he complained of a sore throat when 
first seen. Report of blood examina- 
tion showed marked secondary anemia. 
R. B. C. 1,380,000—W. B. C. 7,000; 
hemoglobin 60%, polynuclear 70%, 
small mononuclear 25%, eosinophils 
5%. Examination of heart, lungs and 
abdomen were also negative. The 
tongue was heavily coated and his 
breath was bad, which showed some 
hidden source of toxemia. The odor 
of the breath is often a significant in- 
dex of the blood condition. Offensive- 
ness of the breath is always to me 
suggestive of toxemia. 

Etiology: The exact cause of Hodg- 
kin’s disease is unknown. A tonsillitis 
may precede the onset, enlargement 
of the cervical glands is usually an 
initial symptom. Evidence points to 
an acute infection which gains its en- 
trance to the cervical glands thru 
mouth, nose or throat. The infection 
produces a chronic toxemia and a vi- 
tiated blood supply, which produces 
the secondary anemia. 

With a blood count like we have in 
this case it is very easy to say that 
some form of vascular degeneration 
may be assumed. All authors regard 
hemorrhage as an essential preliminary 
in the formation of retinal membranes. 

Treatment: The patient was admitted 
to the U. S. P. H. Hospital No. 38. 


He was given 3 grains of sodium ca- 


daily for 


hypodermatically 
At the end of three 
weeks the patient had improved so 
much, that we thought it advisable to 


codylat 
three weeks. 


enucleate his tonsils. The injections 
of soda were continued and at the end 
of 6 weeks his blood count was as 
follows: R. B. C. 4,840,000, W. B. C. 
5,600, hemoglobin 85%, poly. 67%, 
small mon. 31%, large mon. 2%. His 
blood picture showed a marked im- 
provement and he had gained 30 
pounds in weight. All the time he 
was in the hospital I had him on my 
“Reform Diet”, which consists of not 
mixing heavy starches and proteids at 
the same meal. In this age of abund- 
ant starch and imperfect mastication, 
the stomach and intestines are flooded 
with undigested starch which may give 
rise to many evils, such as acid dys- 
pepsia, and toxemia, and especially is 
this true when heavy starches and pro- 
teids are eaten together at the same 
meal. 

After eight weeks stay in the hos- 
pital, the patient was discharged much 
improved in body and spirits. The 
swelling of the glands of the neck and 
axilla had completely disappeared. The 
vision remained the same, but he was 
able to resume his work as a Federal 
Board Student. 

In these obscure cases, would it not 
help matters materially if we would 
adopt measures, such as a “Reform 
Diet” and the systematic removal of all 
forms of foci of infection? 

I wish to express my thanks and 
appreciation to Doctor Joseph Israel 
and Doctor A. Cohen of the Public 
Health Service for their assistance and 
cooperation in the treatment of this 
most interesting case. 
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INTRAOCULAR FOREIGN BODY OF FORTY-SIX YEARS’ DUR- 
ATION. 


Water Scott M.D., F.A.C.S., and Frepertck C. Corpes, M.D. 


SAN FRANCISCO, CALIFORNIA, 


The case here reported showed remarkable tolerance of copper within the eye, but 
there was ossification and sympathetic irritation of the fellow eye requiring enucleation. 
Contributed from the Department of Ophthalmology, University of California Medical 


School. 

In reporting this case, we feel that 
the duration of forty-six years is of 
sufficient interest to warrant its presen- 
tation. A consideration of intraocular 
foreign bodies, especially of copper, is 
included. 

The literature is replete with case 
reports of foreign bodies which at vary- 
ing intervals have caused the removal 
of the eye thru late inflammatory re- 
action. Quoting de Schweinitz': “For- 
eign bodies may be tolerated for long 
periods of time—but can never be 
trusted.” 

Mr. F. C. B., age 58, reported to us 
from Oroville, California, on January 
12, 1922, complaining of an inflamed, 
swollen left eye which was extremely 
painful. He gave the following his- 
tory: 

At the age of 12, while hitting a per- 
cussion cap with a hammer, it exploded 
and struck him in the left eye. The 
eye was badly inflamed for a number 
of weeks and has been blind since the 
accident. Does not know if foreign 
body is present, as he has not had an 
X-ray examination. The eyeball was 
quiescent until four months ago when 
it flared up for a short time. During 
this period the good eye was sensi- 
tive to light. Since then, at varying 
intervals, the injured eye has become 
slightly inflamed. The last two weeks, 
and especially the last few days, 
the condition has become more marked 
and, in addition, has become progress- 
ively painful, so that patient was un- 
able to sleep. For the past two days, 
the right eye has been troublesome, be- 
ing sensitive to light. 

Examination: R. V. .8, with correc- 
tion 1.0. L. Amaurotic. 

R.: Pupil contracted, reacts slowly 
to light, otherwise external examina- 
tion negative. Fundus negative. L.: 
Marked edema of both lids with ble- 
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pharospasm and excessive lacrimation ; 
extreme ciliary injection. Cornea 
edematous with whitish concretions 
and a leucoma adherens. Anterior 
chamber abolished. No light reflex. 
Tension ++. X-ray examination 
showed an intraocular foreign body, to- 
gether with ossification. The diagno- 
sis was iridocyclitis of the left eye due 
to retained intraocular foreign body, 
together with sympathetic irritation of 
the right. Immediate enucleation was 
insisted upon. 

At operation the edema of the lids 
was so marked that the lid speculum 
was introduced with difficulty. The 
conjunctiva, Tenon’s capsule and the 
underlying muscles were all adherent, 
and the muscles were isolated with dif- 
ficulty. Recovery was uneventful, the 
symptoms of the right eye subsiding 
almost immediately. 

Sectioning the eye revealed a prac- 
tically complete bony cup from the ora 
serrata to the optic disc which, micro- 
scopically, showed true ossification. 
There were marked degenerative 
changes in the vitreous. The foreign 
body consisted of a thin irregular piece 
of copper 3 mm. square. 

The case brings up several points of 
interest: First, the necessity of care- 
ful exclusion of a foreign body in all 
ocular injuries; second, the tolerance 
of the different structures of the eye to 
foreign bodies; third, the diversity of 
tolerance of the globe toward various 
substances, especially copper; fourth, 
the prognosis in retained intraocular 
foreign bodies. 

In our case, apparently no attempt 
was made to ascertain the presence or 
absence of an intraocular foreign body 
at the time of injury. Jackson? places 
particular emphasis on the necessity of 
determining this point. A case pre- 
sented by H. Barkan* was that of a 


for 
href 
SO 
ions 
end 
as 
7%, 
His § 
im- 
30 
he 

my 
not 
at 
nd- 

on, 

ed 

ive 
ys- 

is 
ro- 
me 
S- 

ch 

he 
nd 

he 
ras 

al 

ot 

ld 

m 
ill 
id 
el 
ic 8 
d 
is 

|_| 


534 W. S. FRANKLIN 


machinist who, two years previously, 
had an apparently superficial injury to 
the eye, yet when seen by Barkan, 
there was a definite siderosis and the 
X-ray examination demonstrated an in- 
traocular foreign body. The literature 
presents many similar cases. In all eye 
injuries in which there is even the re- 
motest possibility of an intraocular for- 
eign body, an X-ray examination is im- 
perative. 

The tolerance of the different struc- 
tures of the eye to foreign bodies va- 
ries greatly, the anterior chamber at 
times being very resistant. Meller‘ re- 


Fig. 1.—X-ray photograph of half of globe showing 
ossification and foreign body. 


ports a sliver of iron in the anterior 
chamber of twenty-six years’ duration 
without reaction. 

Foreign bodies of the iris usually set 
up a marked inflammation. The prog- 
nosis, as a rule, is good because of the 
ease of removal; in the difficult cases 
an iridectomy usually suffices. Bru- 
ner’s® case retained a piece of steel in 
the iris for ten years before an inflam- 
matory process necessitated its remov- 
al by iridectomy. Duane® reported a 
similar case, while that of Reitsch’ tol- 
erated a sliver of iron in the anterior 
chamber and iris for twenty-seven 
years and then, because of an iridocycli- 
tis, required surgical intervention. The 
case report of Ollendorff® tells of an 
iron splinter that was quiescent in an 
iris for thirty years, and that of Birn- 
bacher® twenty-five years, while the 
longest period of tolerance to a foreign 
body, to our knowledge, is that of a 
fragment of stone remaining in the iris 
for fifty-four years, as reported by 
Dickey.*® 
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The lens is among the most resist- 
ant structures of the eye to the pres- 
ence of foreign bodies. Wurdemann,™ 
in his book, states that a foreign body 
in the lens is less likely to produce in- 
jurious symptoms or sympathetic in- 
flammation than in_ other parts. 
Knapp,’* in one of his cases, however, 
had a panophthalmitis following the re- 
moval of a lenticular foreign body 
within a few hours after injury. Lewis’ 
case™ retained a splinter of iron in the 
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Fig. 2. (A) Section of globe showing degree of 
ossification. (B) Foreign bedy. 


lens without symptoms for six years, 
while Doyne’s'* case was quiescent for 
thirty years, and that of Nottage’ 
thirty-two years. Doyle’® reports a 
case of thirty-five years’ standing, and in 
Blaxland’s™ case a lenticular foreign 
body was tolerated for forty years. In 
Sattler’s** experience, all particles of 
iron in the lens produced a cataract. 
This statement is also upheld by EI- 
schnig’® who advises lance incision and 
extraction in these cases. 

Of foreign bodies in the vitreous, 
Fuchs* states that these usually excite 
violent inflammation from which the 
eye is destroyed. In exceptional cases 
a foreign body is tolerated so that it 
may be seen for years. Wutrdemann™ 
comments that in the posterior seg- 
ment they usually destroy sight, cause 
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atrophy of the globe and may result 
in sympathetic ophthalmia. The liter- 
ature records the varying intervals of 
toleration in different cases. That of 
Reese”? required attention after five 
years, while in Meissner’s** there was 
a spontaneous expulsion after six 
years. Schonberg’s** case remained 
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clearly by Leber** in his classical work. 
The details are too well known to 
necessitate repetition, but a few facts 
bear emphasis. He found that copper 
is among the most irritating of foreign 
bodies and that its action is a chemical 
one due to oxidation. Lead is the 
least dangerous of the metals. Boehm* 


Fig. 3.—Microphotograph thru sclera and bone formation. 


quiescent for twelve years, Fugita’s** 
fourteen, while Dickey’s*® required in- 
terference after seventeen years. Roll*® 
reports a case of eighteen years’ dur- 
ation, Banister** one of seventeen 
years’ and Jackson* one of twenty-one 
years’ which required no attention and 
had useful vision. Buckley’s** case 
tolerated a foreign body in the pos- 
terior segment for twenty-nine years 
before enucleation became necessary. 
Our case, after a period of forty-six 
years, required surgical interference 
The tolerance of the ocular struc- 
tures to the various types of foreign 
bodies varies markedly, as is shown 


concludes that fragments of lead be- 
have more favorably toward the tissues 
than other metals. The prognosis is 
good even as concerns sympathetic 
ophthalmia. Wirtz*! also substantiates 
this and adds that copper is among the 
most dangerous. Rollet and Aurand,™ 
in their experiments, found that alumi- 
num caused no reaction. LO6wenstein,* 
in an interesting report, advises con- 
servative treatment of fragments of 
stone as they ‘are well borne. During 
the late war, Hertel** reported 242 
cases of intraocular foreign bodies, 
giving the reason for the failure of the 
magnet in many cases as being due to 
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the alloys which were employed. 
These alloys, in addition, hastened sid- 
erosis. In a number of cases where it 
was impossible to remove all the for- 
eign bodies, the eyes tolerated them 
surprisingly well. With copper fifty 
percent of the eyes were lost. 

Leber® says of copper: “In as far 
as we know at present, metallic copper 
is the commonest chemical substance 
which produces suppuration in the eye; 
the retention of a fragment of which 
occurs not infrequently, especially from 
the explosion of percussion caps.” Van 
Lint®® concludes that bits of copper 
are, of all foreign bodies, most dan- 
gerous to the globe. Their destruc- 
tive action is much more rapid and far 
reaching than iron, Lehmann**’ formu- 
lates his conclusions regarding slivers of 
copper in the vitreous as follows: Cop- 
per in the vitreous chamber is a serious 
danger for vision; immediate extraction 
to preserve the vision is indicated in every 
case, even if there be great difficulties. 
It is interesting to note that here the com- 
monest causes of intraocular copper as 
described by Hirschberg** in 1895 still 
applies. His classification is: First, 
discharge of poorly constructed guns 
for children; second, biting of or acci- 
dental explosion of. percussion caps; 
third, in industrial workers. He also 
comments that intraocular copper is a 
constant menace to an eye. 

An explanation as to the formation 
of bone with foreign bodies is given by 
E. Treacher Collins,** who states that in 
one of his cases the probable cause of 
this condition is that the trauma and 
the entrance of the foreign body had 
caused a partial rupture of the choroid 
and bone developed in the plastic ex- 
udate thrown out. 

According to Fuchs,*® if there is a 
foreign body in the eye which cannot 


be removed at once, the eye is almost 
always lost. Also, in stating the prog- 
nosis the danger which threatens the 
other eye because of sympathetic in- 
flammation must not be forgotten. 
After an unsuccessful attempt to re- 
move a foreign body, that eye must be 
considered a constant source of danger 
to its fellow. This applies particularly 
when the foreign body is located in the 
posterior chamber, and especially if it 
is copper. If the patient’s intellect is 
such that the risk can be understood 
and an oculist is accessible, such an 
eye, if quiescent, can be left in situ. 
If this is not the case, enucleation 
should be resorted to, particularly if 
the vision has been injured. 

In conclusion, there are several 
points which bear emphasis. 

1. An eye injury which has even 
the remotest possibility of an intra- 
ocular foreign body demands an X-ray 
examination. 

2. The tolerance of the various 
structures of the eye to foreign bodies 
varies greatly. In one case a bit of 
stone was tolerated in the iris for fifty- 
four years, and in our case a piece of 
copper in the posterior chamber for 
forty-six years, while the removal of 
a piece of steel from a lens a few hours 
after injury, in another case produced a 
panophthalmitis. 

3. The reaction of the eye to va- 
rious foreign substances differs vastly, 
lead, aluminum and stone causing the 
least reaction, while copper ranks 
among those causing the most marked. 

4. The prognosis of a retained for- 
eign body should always be guarded 
and, in the case of copper, the eye 
should be enucleated unless the pa- 
tient can be kept under proper super- 
vision. 
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TECHNIC OF OBSERVATION WITH THE GULLSTRAND SLIT 
LAMP 


Rosert Von Der Heypt, M.D. 


CHICAGO, ILLINOIS. 


To make microscopy of the living eye with the slit lamp a practical clinical method, 
requires thoro familiarity with the manner of doing it. This paper furnishes a guide to 


the practice necessary to master it. 


The use of intense focal illumination 
in conjunction with observation of the 
living human eye under binocular 
magnification, as a method of refine- 
ment in diagnosis has made such ad- 
vancement within the last few years, 
that a short outline of the technic 
of its application may be of aid to the 
many new workers in this interesting 
field of ophthalmoJogic research. 

The fear that this method, owing to 
its supposed complexity, would of 
necessity have to confine itself to 
clinical application, and not be avail- 
able to routine office practice, has been 
proven unfounded. To prove this it 
may be stated that a patient can be 
seated, the apparatus adjusted, the 
cornea, iris, lens, and anterior vitreous 
of both eyes carefully examined, with- 


ma period of six minutes. This, how- 
ever, does not allow for a stoppage in 
contemplation of the many astounding 
and amazing new findings observable, 
even in normal eyes. 

Of first importance is the seating of 
the patient in a comfortable position 
with his chin placed in a chin rest and 
forehead firmly fixed against the pad. 
This is self evidently as essential as is 
the fixed clamping of a slide on the 
table of a microscope. For all ordinary 
purposes it is only necessary for the 
patient to be asked to fix his gaze onto 
the observer’s forehead as it appears 
above the microscope. The illumina- 
tion is from the temporal side, while 
observation, except for certain special 
purposes, is in the direction of the 
antero-posterior axis of the eye. The 
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angle between illumination and the di- 
rection of observation should be 
chosen quite acute, for the purpose of 
deep penetration beyond the pupil. 
For all practical purposes a magnifi- 
cation of about 25 times, such as may 
be obtained by the combination of ob- 
jective A2 with ocular 2, is used most 
commonly. The bundle of light is then 
directed onto the iris, and the micro- 
scope adjusted laterally and in height 
to correspond with the eye to be ob- 
served, in the manner of directing a 
gun. The coarse adjustment is then 
used to bring the tip of the objective 
to about 1 1/2 inches from the cornea, 


illuminated 


of the 
(See page 539.) 


Fig. 1.—Optical section cornea, 


by the slit lamp. 


for the above named degree of magni- 
fication. 

For examining the patient’s right 
eve the micrometer screw for the fine 
adjustment of the microscope is di- 
rected by the observer’s right hand, 
while his left controls the focus of the 
illumination, and its lateral displace- 
ments, by means of the thumb screw 
under the ophthalmoscopy lens at the 
end of the arm of the slit lamp. (This 
description refers to the combination 
of instruments as were illustrated, in 
an article by the same author, in the 
AMERICAN JOURNAL OF OPHTHALMOL- 
ocy, of March 1921.) 

In examining the left eye the hands 
are reversed, the left hand being in con- 
trol of the microscope. 

We are now ready to bring the re- 
lief of the iris into exact focus by 
means of the fine adjustment as con- 
trolled by the right hand, thus for the 
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first time looking thru the eyepieces. 
We then intensify the illumination by 
changes brought about with the left 
hand, shifting laterally if necessary, 
and by screwing the same handle bring 
the bundle of light to an exact focus. 
At this stage it is necessary to adjust 
the interpupillary distance for correct 
binocular vision to suit the individual 
observer. This is easy of accomplish- 
ment, just as is the same process when 
using a prism binocular. We are now 
ready to make observation. It is not 
only necessary to have the object un- 
der observation in exact focus, but the 
light must also be exactly focused to 
illuminate this area to its maximum. 

In order to simplify matters the two 
most important methods of observa- 
tion, that by direct focal light, which is 
quite simple, and the method of trans- 
illumination will be described. In the 
latter method the maximum of light 
is reflected from a surface behind the 
area under observation, the latter be- 
ing held in exact focus. A slight later- 
al displacement of the illumination is 
all that is often necessary to change 
from focal to inspection by transil- 
lumination of an area in focus. We 
may transilluminate the iris by light 
reflected from clear or opaque lens 
surfaces, and the cornea from the same 
or from light reflected by the iris. In 
this we may study the circulation at 
the limbus, or in vascularized cornea, 
steaming of the cornea, and depigmen- 
tation of the iris, as well as vacuole 
and fluid fissure formation within the 
lens substance. 

One should study, first macroscopic- 
ally, then microscopically the quadri- 
lateral sharply circumscribed beam of 
light as it successively passes thru the 
cornea, rendered opaque by the intens- 
ity of illumination, the usually optical- 
ly empty aqueous, thru the various lay- 
ers of the lens substance and into the 
vitreous. Various depths may thus ac- 
curately be brought into view by 
simultaneous focusing of the micro- 
scope and the bundle of light onto the 
plane of observation. 

The light as it passes thru the cornea 
more or less diagonally because of the 
angle of illumination, if in exact focus 
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at this point, sharply demarcates this 
zone as if it were an optical cut sec- 
tion. In the illustration, A B C D rep- 
resent the anterior surface of the cor- 
nea illuminated from the left, EK F G 
H the endothelial surface, and the 
plane B D F H is the diagonal cross 
section thru the corneal substance, Line B 
D when in good focus is plainly visible 
and divides the anterior surface (to the 
left) from the plane of the diagonal 
cross section thru the corneal stroma 
(to its right). As the light is moved 
slightly from side to side, the appear- 
ance and disappearance of objects will 
at this time show their depth within 
the corneal stroma, by their position 
within this plane (B D F H, the diag- 
onal optical cross section). Thus for 
instance, it is found that the nerve 
fibers are only within the anterior half 
of the cornea, while certain newly 
formed blood vessels, such as are found 
after parenchymatous keratitis, are 
situated directly anterior to Desce- 
met’s membrane. 

When a certain plane is in focus and 
the angle of incidence is the direction 
of illumination and the angle of reflec- 
tion is the direction of observation, a 
reflected image of this plane is seen. 
Thus we may easily study the anterior 
corneal surface, if irregular, and the 
graining (shagreen) of the anterior 
and posterior lens, and the configura- 
tion and markings of the numerous in- 
termediate nuclear lens surfaces, by 
viewing their reflected images. 

Most astounding is the visibility of 
the layer of endothelium in the thus 
reflected image of the posterior corneal 
layer. Under a magnification of 65 
times, each individual hexagonal cell 
may be seen easily. For this purpose 
a very wide angle between observation 
and illumination must be chosen. The 
object of this is to displace laterally 
the images of the two corneal surfaces, 
within the beam of light as it passes 
thru the cornea. In first examining for 


this, the individual chosen must be 
youthful, so as to present a compara- 
tively clear cornea. He must be di- 
rected to look nasalward, so that a 
peripheral (temporal) corneal area is 
used. This is for the purpose of taking 
advantage of the gradual thickening 
of the cornea in this peripheral zone, 
which is of further aid in the lateral 
displacement of the two corneal sur- 
faces from one another. Observation 
by the microscope is then directed 
temporalward instead of antero-poster- 
iorly. This widens the angle between 
observation and illumination. 

When the angle of incidence (il- 
lumination) and that of reflection (ob- 
servation) to the plane in focus (endo- 
thelial surface) are equal, the surface 
markings of the latter are beautifully 
seen. Its carpet of hexagonal individu- 
al endothelial cells, as well as the well 
known Hassal-Henle “warts,” the lat- 
ter in persons of middle life and older, 
may be directly observed. 

With the aid of the slit lamp one may 
by observation, so to say, flit from 
flower to flower, and much more quick- 
ly than the butterfly, in fact almost in- 
stantaneously. In a period of time 
hardly longer than the time necessary 
for the reading of these lines, one may 
successively have in focus, the corneal 
surface, nerve fibers as they are within 
the local area, the intricate structure 
of the iris and its pigmentation, ob- 
serve the pupillary action, pupillary 
membrane remnants, the capsule, lens 
surface, nuclear surfaces as identified 
by their configuration, the posterior 
capsule graining, the multiform em- 
bryonic vessel remnants thereon, and 
lastly the beautiful delicate swaying 
supporting structure of the vitreous. 
And this makes no mention of the 
many, many new and interesting path- 
ologic findings already so abundantly 
described by great numbers of ob- 
servers in recent literature, and in the 
newly published works of Leonhard 
Koeppe and Alfred Vogt. 


HOMATROPIN CYCLOPLEGIA. ITS EFFICIENCY AND DANGERS. 


Wma. W. Lewis, M.D., F.A.C.S. 


ST. PAUL, MINN. 


The practice of instilling one drop of homatropin solution in the eye the night before 
it is to be used to produce cyclopegia is believed to add to its efficiency. In a case re- 
ported it seemed to furnish a danger signal that was acted on and resulted in cutting 


short an acute attack of glaucoma. 


Most of us, after years of daily use 
of homatropin, entirely forget the pos- 
sibilities of trouble from its use, and I 
am sure that by way of custom and 
habit this remarkably efficient drug is, 
by the majority of oculists, being used 
in a manner that predisposes to the 
little danger that does exist, and also 
in a way that gets the least efficient 
and least satisfactory action from its use. 

I believe that, fortunately, my habit 
of giving a single instillation of homa- 
tropin the evening previous, for re- 
fraction in the morning, saved the pa- 
tient serious injury in the case I shall 
report, for had she received the usual 
six instillations five minutes apart at 
one session, I question whether we 
would have been successful in com- 
bating the attack of tension. 

CASE. 

Miss C. B. T., twenty-two years old, 
a resident of the West, here on a visit, 
was brought to the office by a relative 
for glasses. She was unmarried; had 
been at home since completing coi- 
lege. Heredity negative. Previous 
ailments: “Some inflammatory trouble 
in eyes during childhood.” Present 
complaint: Frontal headache, especi- 
ally left, coming on in the afternoon. 
General health and appearance good. 

Examination: External findings: Face 
symmetric; globes rather prominent. 
Lids, lacrimal apparatus, conjunctivae 
of lids and bulb negative. Corneae and 
sclerae normal in appearance by day 
light. Anterior chambers _ shallow; 
irides negative; pupils large, equal, 
round and react moderately well in 
contraction as to degree and prompt- 
ness. Tension by fingers full and firm, 
but no indication of pathologic de- 
gree. Binocular fixation good; move- 
ments unrestricted. She was wear- 
ing. R—O.50——0.62 ax 90°. L.—0.50 
—~—0.50 ax 165°, which were pre- 
scribed by an oculist under cycloplegic. 
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Vision, without correction: R. 5/10. 
L. 5/10. Manifestly, accepts small 
amount of plus glass; near point R. 10 
C. M., L. 15 C. M. Muscle balance and 
muscle strength within usual limits. 

Intrabulbar finding: By oblique 
illumination and loupe, light gray 
streaks of old obliterated vessels in 
corneae indicating former parenchyma- 
tous keratitis, (“some inflammatory 
trouble in eyes during childhood,” 
brought out in history above), and ac- 
counting for lowered acuity of  vis- 
ion, (noted above) ; anterior chambers, 
irides, pupils and surface of lenses 
negative by oblique illumination. 

By ophthalmoscope: Lenses, vit- 
reous, nerve heads and fundi, negative, 
except vessels seemed a little under- 
sized; ophthalmometer shows small 
amount of astigmatism with rule and 
no irregular corneal surfaces; fields not 
taken before attack, and she left for 
home before I had an opportunity to 
take fields after her experience. 

Patient was given 3% homatropin 
to drop in eyes at bed time and again 
at breakast time the next morning, and 
told to report for (retinoscopy) refrac- 
tion at 10:00 a. m. 

About daylight the following morn- 
ing, I was informed that she had had 
a bad night, beginning with slight 
pain in the eyes about midnight, and of 
increasing severity until the pain and 
headache were unbearable, and that 
she could not see more than shadows 
and forms. My first thought upon 
hearing from her was that of exag- 
geration; but upon seeing her early, 
before breakfast, I found to my con- 
sternation very hard eyes, decidedly 
steamy corneas, and vision reduced to 
light, shadows and forms, suffering 
great pain in eyes and head. I took 
her in my car immediately, got a 
special nurse and with instillation of 
eserin each hour and with hot ap- 
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plications and codeia and aspirin for 
pain, succeeded in about twelve hours 
in combating the tension, and her 
vision cleared before the next day. My 
subsequent observation was of very 
short duration after the attack, as she 
left for home shortly and I have not 
heard definitely of any trouble since. 
I impressed upon her the inadvisabil- 
ity of permitting dilating drops to 
again be put in her eyes, and wrote her 
oculist in her home town of my expe- 
rience. 

To my knowledge and in my expe- 
rience and reading, I am sure that such 
an effect from cycloplegic, especially 
homatropin, in one so young is a very 
rare occurrence. 

Some of the London men at Moor- 
fields impressed upon us as students 
the decided advantage of taking time 
and waiting for the best action of 
homatropin, and some of the Canadians 
of my acquaintance use it this way. 
The argument is that the precipitate 
and hurried use of homatropin, the so- 
called “railroad” method of repeated 
instillations (five or six), five minutes 
apart, with an interval of half an hour 
before retinoscopy and try out does 
not give nearly the degree of complete 
cycloplegia that the slower method, 
over night, gives; that the iris and the 
ciliary body in rapid dilatation are in- 
capable of the comparative depletion 
of blood in their vessels, and that 
muscular tone of the ciliary body and 
iris is not lost in this short time, hence 
accommodation to a_ degree _per- 
sists. I believe that this is entirely 
true and such has been many times 
proven to my entire satisfaction. Near- 
ly always, with me, the cylinder shown 
in retinoscopy with this hurried 
method is decidedly pulled down in 
amount at the try out test by young 
adults, whereas in the overnight method 
the cylinder shown in my retinoscopy 
is fully accepted by the patient at the 
try out. As a result the necessity of 
using atropin in these young people, 
students and the like, is much less 
frequent, and with the accompanying 
less inconvenience of the prolonged 
cycloplegia of atropin. Then further, 
as indicating the increased effect of 


homatropin by the overnight method, 
the degree of increased cycloplegia is 
shown by the longer time necessary 
for accommodation recovery. Three 
days seems to be the minimum time in 
which the patient regains his near 
point, whereas two days seems ample 
time for him to do so after the hurried 
method. 

While the rare occurrence of tension 
would seem to be of little considera- 
tion in favor of the overnight method, 
yet it cannot be denied that the rou- 
tine single instillation the evening 
previous would prove to be a safeguard 
and a “feeler,” so far as this unpleas- 
ant accident of tension is to be con- 
sidered, and a precaution against the 
more serious state of affairs that would 
be present after many and repeated 
instillations at one sitting. My office 
attendant is instructed to be alert in 
her observation and hearing from pa- 
tients upon their arrival in the morning 
of any discomfort experienced, the 
usual routine of the busy office, where- 
in the office attendant begins the drops 
before the oculist arrives, is thus safe- 
guarded. 

One drop of three percent solution 
of homatropin at bed time and one at 
breakfast time proves, very often, in 
the case of patients thirty-five to forty- 
five or fifty years of age, sufficient to 
retinoscope and refract accurately, 
with all the advantages of satisfaction, 
speed and accuracy as against the un- 
satisfactory manifest fitting. In the 
case of younger patients, of course 
some added drops have to be given up- 
on their arrival at the office, the 
number being necessarily increased the 
younger and more robust they are. In 
the case of strong young people, eigh- 
teen to twenty-five years of age, I in- 
struct them to have a drop put in each 
eye at supper time, at bed time and at 
breakfast time; and upon arrival at the 
office in the morning they get as much 
as four to six drops five minutes apart, 
followed by a wait of thirty minutes 
before retinoscopy and try out. In this 
way I am very seldom obliged to use 
atropin, even in these young students, 
whom we all know are the hardest to 
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handle with anything short of two to 
three days use of atropin. 

It occurs to me likely that much of 
the stable, satisfactory cycloplegia of 
atropin is due to the plenty of time 
we give it to act (two to three days). 
Homatropin, too, is in a like manner 


much more efficient when used over- 
night, in advance. To expect more 


than a mild degree of cycloplegia from 
the use of a single disc of homatropin 
placed in the conjunctiva, in my opin- 
ion and experience is not justified. Men 
who do not place great reliance upon 
retinoscopy can be satisfied with dilata- 
tion of the pupil merely, without real 
cycloplegia, but those who strive for, 
and are not satisfied with anything less 
than a constant accord between their 
retinoscopic and try out figures are 


WM. W. LEWIS 


with 
The real hard 
cases that have gone the rounds are 
not satisfactorily handled without it. 
I can see no advantage in the use of 


dissatisfied upset less 


than full cycloplegia. 


any 


cocain, combined with homatropin, 
especially in the slow method; but 
considerable disadvantage thru cloud- 
ing of the cornea unless the patients 
are closely watched and made to keep 
their eyes closed; then, too, the con- 
gestion and reaction in the eye seem 
to be more after the ischemic effect of 
the cocain wears off. 

In children and in juveniles up to 
seventeen or eighteen years of age, I 
use atropin and, of course, in case of 
spasm and cramp of accommodation I 
adhere to the prolonged use of weak 
solution of atropin. 


ENTROPION FOLLOWING INFLUENZA, WITH NEW SURGICAL 
PROCEDURE. 


C. A. Crapp, M.D., F.A.C.S. 


BALTIMORE, 


MD. 


In the case here reported the entropion seemed to be due to disappearance of orbital 
fat. Fat transplantation was practiced to make up for the deficiency. 


The patient, a white female twenty- 
seven months of age, was brought to 
my office on November 18th, 1920, 
with history, that untii four months of 
age she had been healthy with no 
trouble with her eyes. She developed 
a very severe case of influenza during 
the last week in December, 1918, after 
which there was a gradual turning in 
of the eye lashes, especially of the 
lower lids. 

At examination, each lower lid was 
found to be turned in resembling a 
spastic entropion. The cilia them- 
selves were not misplaced or diseased 
in any way. The outer fourth of the 
right upper and outer third of left up- 
per lid were also turned in, with the 
cilia brushing conjunctiva and cornea, 
thereby producing a_ keratitis which 
caused the child to be fretful and irri- 
table, due to constant pain of the eyes. 

Altho the history indicated no 


trouble until after influenza, I was of 
the opinion that the case was one of 


congenital entropion, which was made 
worse by the illness, but Fig. 1, which 
shows the child at three months of age 
precludes any such supposition; as one 
can easily see the lids in their proper 
position, altho the eyeballs are some- 
what prominent. 

The patient was anesthetized with 
ether on November 19, 1920, with the 
intention of removing an_ elliptical 
piece of skin and the orbicularis fibers, 
but after making an incision two mm. 
from the external lid margin, and re- 
moving the orbicularis fibers with strip 
of skin and subcutaneous tissue eight 
mm. wide, it was found, after bringing 
the margins of the wound together, 
there was still the same tendency to 
entropion, due to absence of the orbit- 
al fat. It was then decided to try to 
get the desired support by inserting 
a fat transplant, so a piece of such tis- 
sue being removed from the abdominal 
wall, a dissection was made downward 
into the orbit just beneath the con- 
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junctiva, where it was very apparent 
that there was a marked deficiency of 
adipose tissue. The fat transplant was 
placed in this pocket, and several 
sutures of catgut inserted between the 
edges of the incision on the plane of 
the deep subcutaneous tissue ; the skin 
incision was brought together accur- 
ately by interrupted silk sutures. A 


and the same operation was performed 
upon the right eye, with the difference 
of extending the incision around the 
external canthus so as to correct the 
inversion of the upper lid. 

As a result of technic, and the fact 
that we were more familiar with the 
operation, this wound healed by pri- 
mary union. We varied the dressing, 


Fig. 1.—Entropion following influenza, child three 
months old. 


collodion dressing was applied, then 
a Murdock cataract shield, and the eye 
left open. 

There was very little reaction follow- 
ing the operation, the eye was cleansed 
at frequent intervals, and the sutures 
removed at the end of ten days. A 
slight stitch abscess occurred, which 
healed after a few days, and the pa- 
tient left the hospital with the lower 
lid in normal position. 

As far as we were able to discover this 
was an entirely new procedure, so the 
right eye was not operated upon until 
we had seen the results of the first 
operation. Patient reported again on 
December 15, 1920, at which time there 
had been no change in the condition; 


Fig. 2.—Appearance after absorption of fat, from 
right orbit. 


by changing to a sterile pad and band- 
age. Convalescence was uncomplicated 
and the patient returned home with 
right lids in normal position, but left 
upper lid still faulty, as no serious at- 
tempt had been made to correct it. 

In March, 1921, patient was again 
seriously ill for many days; after this 
illness, the mother noticed some altera- 
tion in the lids. Upon examination on 
June 1, 1921, the right lower lid was 
found with lashes turning directly up, 
but not touching the cornea or con- 
junctiva, the fat insert having under- 
gone considerable absorption. The up- 
per lid was in normal position. The 
left lower lid was normal with the 
outer third of upper still showing en- 
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tropin but further operation was de- 
ferred until fall on account of the 
rather delicate condition of the pa- 
tient. 


Fig. 3.—Remaining recession of lids, no entropion. 

The same condition existed on Oc- 
tober 27, 1921, when patient was again 
placed under ether, and an elliptical 
piece of skin and subcutaneous tissue 
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was removed from outer third .of left 
upper lid, and a small piece from lower 
lid, a similar piece being removed from 
right lower lid, the wound being closed 
with interrupted silk sutures. Healing 
by primary union and patient was al- 
lowed to return to her home in the 
country. A final examination on De- 
cember 19, 1921, shows correct position 
of all lashes, but still some recession 
of lids due to absence of orbital fat. 

Comment: This condition must be 
one of extreme rarity, as a rather care- 
ful research of the literature fails to 
reveal reports of cases of entropion due 
to absorption or lack of orbital fat. 
Why in this case there should have 
been a predilection for this tissue is in- 
explicable, as all are so well aware 
that even in cases of extreme inanition 
the orbital fat is one of the last tis- 
sues to be sacrificed to the general econ- 
omy, and yet a study of Fig. 1 shows 
plenty of such tissue, while Fig. 2 
shows very great lack of same, with 
entropion. 

Fig. 3 still shows recession of lids, 
altho there is no entropion; the kerati- 
tis has undergone resolution and the 
results are gratifying. 

While the use of this method of 
correcting entropion will be applicable 
only in a limited number of cases, 
we believe its utility was demonstrated 
in this case, and it is quite possible that 
the same principle could be utilized in 
cases of loss of tissue other than those 
showing absorption of fat. 
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NOTES, CASES AND INSTRUMENTS 


WRESTLERS’ TRACHOMA 
Jas. M. Patton, M.D., F.A.C.S. 
OMAHA, NEB. 


Although it is pretty generally ad- 
mitted that trachoma is decidedly con- 
tagious, occasionally some one raises 
a voice to the contrary, (H. B. Young, 
Trans. A. Academy of Ophthal. 1920, 
p. 196), and it is not often that we can 
trace the exact sequence of infection, 
incubation and the onset of active 
symptoms. The history given by the 
patient is usually indefinite, and about 
the best we can hope for is the admis- 
sion that possibly someone else in the 
family has, or has had sore eyes, or 
he has been working in close rela- 
tion with large groups of individuals 
such as found in labor camps, institu- 
tions, etc. 

Within the last few months, my col- 
league, Dr. H. Gifford, and I have had 
a number of cases which supplied us 
with the exact sequence above men- 
tioned, all of them in professional 
wrestlers, and in several cases, they 
were able to give the exact time of 
infection, and the incubation period, 
and presented themselves to us with 
well marked clinical evidences of ac- 
tive trachoma. We have seen eight 
cases in all, but they told us of many 
more of the members of this profession 
who were afflicted with the same trou- 
ble. I wrote to a dozen or more of 
these men, but failed to get replies. 
Evidently they had no relish for pub- 
licity along medical lines. Of the eight 
we treated, four of them were either 
champions, exchampions or wouldbe 
champions. The other four were all 
of sufficient national reputation to have 
had bouts with the big fellows, and 
their names are well known to the fol- 
lowers of the wrestling game. 

The first to consult us was J. L., 
who stopped off on his way from the 
western coast, with a very profuse 
granular conjunctivitis, which he said 
had come on subsequent to a match ten 
days before, with, if I remember right- 
ly, W. Z. We made a diagnosis of 
probable trachoma but as we did not 
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know at the time that W. Z. had 
trachoma, we simply advised him to 
consult an oculist when he got back 
to his headquarters. A later report 
confirmed our diagnosis of clinical 
trachoma. 

In the meantime, we had been treat- 
ing two local wrestlers, G. K. and 
C. W. H. G. K. was not sure as to 
the origin of his trouble, but it came on 
following a finger injury to the eye 
while wrestling with C. J. C. W. H. 
stated that his trouble developed after 
a bout with his wrestling partner, G. 
K., the trachoma in both cases running 
a typical course. 

March 11th, E. C. presented himself 
with an acute inflammatory conjunc- 
tivitis, which came on eight days after 
his match with the above mentioned 
J. L.. The clinical condition was char- 
acteristic in every respect. He has 


reported from time to time and has 


improved, but is not entirely over the 
trouble. 

Six days later, C. P., another of the 
big time men, brought his trachoma 
to us with the same history. He had 
had a finish bout with S. Z. and about 
six days later his left eye became in- 
flamed, followed the day after by the 
right. He had profuse trachoma which 
has been very resistent to treatment. 

J. S. came in April 5th and told us 
that eight days after wrestling with 
S. Z. his right eye became sore. We 
saw him six days after the onset of 
the trouble with a thoroly character- 
istic trachoma. Twenty-four hours be- 
fore consulting us, he noticed a severe 
inflammation of his left eye and ex- 
amination showed profuse trachoma on 
both sides of exactly the same type as 
observed in the other wrestlers. Ap- 
parently the second eye was infected 
from the first about six days after he 
noticed the symptoms in the left. We 
were able to see him only two or three 
times, but he promised to carry on the 
treatment vigorously. 

J. P. did not show up until April 
27th, ten days after wrestling with 
C. P., mentioned above, and while C. P. 
was in the most active stage of the 
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trouble. J. P.’s trachoma developed 
about ten days after inoculation, and 
when he consulted us, he had profuse 
trachoma of the characteristic type, the 
right eye the worse. He was given 
treatment and told to return, but sev- 
eral attempts to get in touch with him 
have been fruitless so we cannot say 
how he got along. 

The next of our athletes to appear 
was G. T., who came in September 15th 
with subacute trachoma _ contracted 
after wrestling with W. D., to be men- 
tioned later. He was sure the infec- 
tion appeared four or five days follow- 
ing the match, which had _ occurred 
some two or three months previous to 
his consulting us. As his home was 
in a neighboring city, we referred him 
to his local oculist and have not heard 
as to how he got along under treat- 
ment. 

The genealogy of this particular type 
of trachoma reminds one of the small 
boy who passed the measles around to 
his school mates that they might all 
get a vacation. According to E. C., 
it originated with W. D., who passed it 
to E. L., who gave it to J. F., who 
then passed it to S. Z., who gave it 
to W. Z., who passed it on to J. L., 
from whom E. C. contracted it. C. W. 
H. thinks it started with C. J., who 
gave it to J. F. above mentioned, from 
whom the other heavyweights contracted 
it in the order above mentioned. Of 
course, this is more or less speculative 
and of no clinical significance, and it 
is quite possible that there were sev- 
eral sources from which the trouble 
started. In questioning the men who 
came under our notice, they explained 
that in the course of wrestling matches, 
they perspired very freely, and when 
the referee was not looking too close- 
ly, often massaged each others’ eyes 
very vigorously, unconsciously, no 
doubt, attempting to elicit the well- 
known oculo-cardiac reflex. Whether 
they were successful or not in this it 
will not be known, but it is very evi- 
dent that they succeeded in thoroly 
inoculating their opponents with the ac- 
tive principle of trachoma, whatever 
it is, and established beyond the pos- 
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sibility of a doubt, if such were neces- 
sary, the contagiousness of this disease. 

It has been our custom in these 
cases to warn the men infected con- 
cerning the contagiousness of the 
trouble and the serious results which 
follow if not properly treated; and we 
have urged them to warn their oppon- 
ents as to the possibility of infection 
and advise them to take active prophy- 
lactic measures immediately after each 
match to avoid if possible the tracho- 
ma. The men were apparently very 
willing to cooperate in this way, and 
without exception were a_ splendid 
bunch of fellows. 

As to the treatment, where we have 
been able to keep them under observa- 
tion, we have followed the usual line 
of procedure with copper sulphat and 
expression with forceps. In the cases 
where they were unable to return, we 
either taught them to use the copper 
themselves or supplied them with a so- 
lution of copper and advised them to 
consult a reliable oculist whenever 
they had an opportunity. Evidently 
the campaign has not been without ef- 
fect as we have not seen any new cases 
of this trouble since September 15th 
of last year. 


SUPERFICIAL PUNCTATE KER- 
ATITIS. 
Epwin D. Watkins, B.S., M.D. 
MEMPHIS, TENN. 

M. S., age ten years, a school girl 
was sent to me Feb. 23, 1922, by Dr. 
N. W. Sherman. 

History obtained from the mother 
was, that for the three days past she 
had had extreme photophobia, lacri- 
mation and pain in right eye. The 
right lids had been stuck together in 
the morning. She had had weak eves 
since she started to school three years 
ago, manifested by occasional lacrima- 
tion and some asthenopia. Occasional- 
ly there had been pus in the inner cor- 
ner of either eye thruout the past three 
years. For two weeks she had had 
a severe coryza and sore throat. Since 
infancy she had been subject to re- 
peated attacks of croup. 
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The patient was a well nourished 
girl, She was in evident great dis- 
tress, holding a handkerchief before the 
right eye. The examination was made 
with much difficulty as the light caused 
intense pain. The conjunctiva was in- 
jected and some mucopus was present. 
Smear taken of the conjunctival secre- 
tion, which showed only a staphylococ- 
cus. Just internal to the center of the 
right cornea, and superficial, there was 
a small gray spot over which the cor- 
nea was lustreless. This spot did not 
stain with fluorescein. The pupil re- 
action and iris were normal. The an- 
terior chamber was normal. The lacri- 
mal sacs showed nothing on pressure. 
The tension was normal to palpation. 
The left eye was normal. 

Examination of the nose was neg- 
ative. The oropharynx was somewhat 
redder than normal. The tonsils were 
enlarged and pus was squeezed out of 
some of the crypts. The teeth were in 
excellent condition. 

A 1/5% zinc salicylat solution, in 
camphor water, was prescribed and 
dark glasses advised. The patient was 
told to return the next day. 

March 1. The photophobia was 
worse. The left conjunctiva was red 
and there was some mucopurulent se- 
cretion therein. The left eye was sen- 
sitive to light. There were three new 
spots about the original one in the 
right cornea, none of which stained 
with fluorescein. They were superfi- 
cial. No spots in left cornea. Speci- 
men of urine brought was free from 
albumin, glucose and indican. 1% atro- 
pin sulphat was prescribed and the 
zinc continued. Tonsils looked the 
same as at the time of first visit. 

March 8. No change in right eye. 
Left photophobia as bad as right. No 
spots in left cornea. The patient was 
about as miserable as could be. The 
pain in each eye was severe, and or- 
dinary daylight of the office was un- 
bearable. Treatment continued with 
addition of 1% yellow oxid of mercury 
ointment to be used three times a day. 

March 16. Conjunctivitis each eye 
well. Photophobia as bad and distress- 
ing as could be. I never saw a more 
miserable. patient. Two more spots 


had appeared in the right cornea close 
to the original one, and some fine 
lines of infiltration had made appear- 
ance between some of the spots. There 
was one spot in the left cornea sym- 
metric with and exactly like the first 
to appear in the right eye. None of 
the spots stained with fluorescein. 

I explained to the mother that cases 
of this kind often ran a long and tedi- 
ous course and that the case probably 
was one of toxic action from some 
focus of infection and went on to say 
that it was my judgment to have the 
tonsils removed as they were diseased. 
I made no promise of prompt recovery 
after tonsillectomy. The operation 
was agreed to. 

March 17. At St. Joseph’s Hospital, 
under ether anesthesia, the tonsils and 
adenoid were removed. As the snare 
tightened on the tonsils much pus was 
squeezed out, more out of the right. 
There was a large adenoid. Recovery 
from the anesthetic was prompt. All 
treatment was stopped. The patient 
left the hospital the afternoon of the 
same day. 

March 18. Patient’s mother called 
me on the telephone and told me that 
the photophobia was much less; and 
that the patient slept soundly for the 
first time since three days before I 
first saw her. 

March 19. Called to see patient at 
her home. She was playing with other 
children in the living room. She did 
not wear the bandage and said that the 
light did not cause sensation. This 
was at 3 P. M. on a cloudy day. The 
patient went on the porch and altho 
the pupils were at maximum dilata- 
tion due to the atropin, there was little 
sensation due to the light. No examin- 
ation of the cornea was made at this 
time. 

March 22. Examination at the office 
showed the left eye entirely clear. No 
remains of the spot were seen. The 
right cornea had cleared except for the 
original spot. There were no symp- 
toms. 

April 6. The eyes were perfectly 
normal. No opacities. 

The diagnosis of keratitis superfi- 
cialis punctata was made because of the 
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age of the patient, the fact that she 
was a subject of repeated catarrhal at- 
tacks of the upper respiratory tract, the 
slight conjunctivitis and the character 
of the lesion of the cornea, being a 
superficial, small grayish infiltration 
that did not stain with fluorescein. 
The diagnosis seemed clinched with the 
appearance of the other lesions, espe- 
cially with the participation of the 
other eye. The spots looked as if they 
should stain but did not. The sequence 
and diffusion of the lesions of the cor- 
neas argued a toxic condition arising 
from some source of focal infection. I 
can not but believe that either the ton- 
sils or the adenoid furnished this focus. 


TWO CASES OF EXOPH- 
THALMOS. 


H. J. Hees, M.D., anp W. VAN DE 
Erve, M.D. 


MILWAUKEE, WIS. 


The first case was that of a girl 17 
years of age, who first came under our 
observation on account of persistent 
headaches, extending over the past 
three years. Her family history was 
negative. 

Personal History: Measles at four, 
Small-pox at thirteen, and influenza at 
fifteen years of age. Patient is robust 
and in apparent good health. 

An examination of her face discloses 
an asymmetry, the left eye being about 
one half cm. lower than the right eye. 
There is also a marked proptosis of the 
left eye with a five degree exophoria. 
Patient had a chronic dacryocystitis of 
the left lacrimal sac. She gives a his- 
tory of constant lacrimation. since 
childhood. She had been told that the 
protrusion of the eye was worse the 
first three years of her life, after which 
there was a slight reduction in the 
proptosis, and then it remained station- 
ary until one year ago, when the con- 
dition became aggravated. 

The exophthalmos is worse when 
she stoops. There is no history of 
diplopia or of dizziness and there are 
no subjective noises in the head. There 
is a rhythmic pulsation in the left 
eye synchronous with the pulse. Pa- 
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tient first noticed the pulsation when 
she was six years old. Pulsations ap- 
pear to be continuous. 

There is no enlargement of the thy- 
roid gland nor are there any symptoms 
referable to Graves’ disease. Pressure 
over the common carotid, on the af- 
fected side, does not influence the pul- 
sations. 

The proptosis can be very readily 
reduced by pressure with the fingers 
but promptly returns. 

The pulsation can best be elicited by 
looking at the patient’s eye in profile, 
when the rhythmic pulsations are 
plainly visible. There is no bruit pres- 
ent. Media and fundi were found to be 
normal. The vision in the affected eye 
is only 15/200, which with correction 
could be brought up to 20/70, while in 
the normal eye vision is 20/30 and with 
correction 20/20. The loss of vision is 
no doubt due to amblyopia ex anospia 
and also the exophoria, as there is a 
much larger refractive error in the left 
eye than in the right. 

On account of the ease of reduction 
of the proptosis, solid or semisolid tu- 
mors of the orbit were excluded, and on 
account of absence of bruit and the fact 
that the condition was not influenced 
by the pressure over the common caro- 
tid, on the affected side, aneurism and 
arteriovenous or arteriosinus commun- 
ication were also excluded. 

An X-ray of the patient’s head 
showed a very interesting condition. 
The superior and temporal wall of the 
orbit were absent and the orbital and 
cranial cavities were in direct communi- 
cation. Consequently the exophthal- 
mos was due to pressure from the brain 
and the pulsations were due to the 
same source. 

Case 2. A girl seven years of age first 
came under our observation one and 
one-half years ago with the following 
history : 

At the age of two years and a half, 
during the momentary absence of her 
mother from the room, she suddenly 
developed a very marked proptosis of 
the left eye accompanied by a marked 
esotropia. There was no history of 


injury and health of patient was and 
remained good, nor were there any 
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inflammatory symptoms of the eye at 
the time. There had been no change 
observable in the degree of the exoph- 
thalmos since then, except a slight va- 
riation at irregular intervals, in that it 
appeared to be slightly more prominent 
some days than others. There was no 
pulsation and unlike case one, in which 
the proptosis was readily reducible, 
this one could not be reduced. When 
case first came under our observation, 
vision had been materially reduced but 
she could still count fingers. This was 
gradually lost until at the time of op- 
eration it was doubtful if she had light 
perception. 

There were no subjective noises and 
there was no bruit. 

Ophthalmoscopic examination 
showed slight haziness and marked 
pallor. Arteries were small as com- 
pared with veins. The X-ray findings 
were negative. 

On account of the sudden onset, an 
arteriovenous communication or an 
aneurism were suspected, but the ab- 
sence of a bruit and also the inability 
to reduce the proptosis negatived this 
diagnosis. Solid tumors or cysts were 
excluded by the history of the sudden 
onset of the condition. The final con- 
clusion was that of angioma, as these 
growths may have a sudden onset and 
may become rather solid and they are 
not always accompanied by a bruit. 

Operation: As the eye was so mar- 
kedly proptosed that the posterior pole 
of the eye was almost palpable, we 
judged it unnecessary to perform a 
Kroenlein; but by making an_ incision 
along the border of the eyebrow, out- 
ward and downward, we expected to 
be able to retract the eye and soft tis- 
sues sufficiently to inspect the orbital 
contents and to remove the cause of the 
exophthalmos. Especially did we come 
to this conclusion as vision was prac- 
tically nil and blindness as the result 
of injury by traction on optic nerve 
was not feared. Accordingly a cur- 
vilinear incision was made thru the eye- 


brow, beginning above the orbital notch, 
upward and downward to a point op- 
posite the external canthus. The soft 
tissues were then severed by blunt dis- 
section, the eye was retracted forward 
and downward, and the contents of orbit 
explored. 

It was found that there was a cyst in 
the orbit intimately attached to the 
optic nerve, immediately posterior to 
the entrance of the optic nerve in the 
eyeball. It was found impossible to 
remove the cyst without the removal 
of the optic nerve. The optic nerve 
was accordingly severed; and the cyst, 
which extended back to the apex of 
the orbit, was enucleated after a liga- 
ture had been passed around its base 
and tied as far back as we were able 
to reach, and the cyst cut off close to 
the ligature. 

The gross specimen was about two 
cm. in diameter and the part removed 
was approximately three cm. long. The 
contents of the cyst consisted of a thin 
serosanguinous fluid. The optic nerve 
merged with the walls of the sac and 
was indistinguishable from it. The 
specimen was sent to Dr. Hopkinson 
of Milwaukee, and a diagnosis was 
made of a hemorrhage into the optic 
nerve sheath with subsequent cystic de- 
generation. 

The case unfortunately developed an 
infection which started in the interior 
of the eye and later extended into the 
orbit. We ascribed the infection partly 
to the trauma produced by the manip- 
ulation at the time of the operation, 
but mostly to the sudden loss of its 
major blood supply by the cutting and 
tying of the ophthalmic artery. We 
were, however, fortunate in being able 
to save the globe, altho there is con- 
siderable alteration in the appearance of 
the cornea and iris, but as vision had 
been lost in the eye this mattered only 
cosmetically. There is still ptosis of the 
upper lid, and an operation may be 
necessary subsequently to correct this 
condition. 
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Reports for this department should be sent at the earliest date practicable to Dr, 
Harry S. Gradle, 22 E. Washington St., Chicago, Illinois. 


These reports should present 


briefly the important scientific papers and discussions. 


SECTION ON OPHTHALMOL- 
OGY, COLLEGE OF PHYSI- 
CIANS OF PHILADELPHIA. 


Thursday, January 19, 1922. 
Dr. G. OrAm’ Chairman. 


Pseudopterygium and Symblepharon 
Corrected by Teale’s Operation. 

Dr. CuHartes R. Heep exhibited a 
male patient, aged 34 years, electrician, 
referred to the Jefferson Hospital in 
the service of Dr. H. F. Hansell, Au- 
gust 1, 1921. Eighteen months pre- 
viously, the left eye had. been severely 
burned with acid. Patient had suffered 
constantly with diplopia and exposure 
keratitis as a result of the adhesions. 
Examinations revealed an_ extensive 
symblepharon. Two-thirds of the up- 
per lid conjunctiva, from the inner an- 
gle outward, was adherent to the globe 
by dense cicatricial tissue, and the ad- 
jacent cornea was covered for one- 
third of its area by a dense, vascular 
pseudopterygium. Patient stated the 
adhesions had been severed twenty-one 
times without relief. 

The following day under cocain an- 
esthesia, the cicatricial tissue was in- 
cised at the limbus, dissected entirely 
free from the globe and allowed to 
retract. A flap of conjunctiva was dis- 
sected from the upper and outer por- 
tion of the globe, turned and sutured 
so as to cover the upper exposed half 
of the defect. A similar flap from 
the lower part of the ball was sutured 
to cover the remaining exposed area. 
The margins from which the flaps were 
taken were then brought together. 
After healing, the patient could readily 
close the lids, had no diplopia, and 
practically no irritation. The cosmetic 
effect is better than expected, due to 
the atrophy of the tissue forming the 
pseudopterygium. 

Atrophy of Iris. 

Dr. FREDERICK Krauss presented a 
girl, aged four years, in whom the iris 
pigment had been absorbed in the 


lower half, the lower pupillary edge of 
the iris being replaced by a broad cres- 
cent of white connective tissue adher- 
ent to the anterior capsule of the lens. 
A good reflex was obtained thru the 
pupil and the remaining iris stroma 
below. No view of the fundus could 
be had on account of apparent fine 
capsule haze. V=Light perception. 

The child five weeks after birth had 
a fine general haze of the cornea of 
the right eye, from which there was 
perfect recovery. Fourteen months 
later, a large hemorrhagic exudate ap- 
peared in the anterior chamber of the 
left eye, associated with inflammatory 
symptoms. The cornea became hazy 
in two-thirds of its extent, but the mass 
gradually became absorbed, and the 
cornea cleared. Below the pupillary 
space some of the exudate organized 
into scar tissue, flat against the lens. 
The child has been unusually healthy. 
The family history is negative espe- 
cially as to tuberculosis and syphilis. 
The laboratory tests are negative. The 
hemorrhage was apparently spontane- 
ous. 


Sclerosis of the Choroid. 

Dr. LutHer C. PETER exhibited W. 
M., aged 52 years, who had failing 
vision for about ten years in the left 
eye. When a child, he was struck in the 
right eye, the injury explaining the pres- 
ence of a shrunken capsule, the re- 
mains of a traumatic cataract. The 
capsule is detached above, and falls 
back towards the vitreous body. The 
disc is small and atrophic, dirty yellow 
in color; arteries and veins are much 
contracted. The retinal pigment has 
undergone absorption, and is deposited 
in spider like areas thruout the fundus, 
for the most part distributed along the 
vessels. The choroidal circulation is 
plainly visible, and in the region of the 
disc consists mostly of white lines of 
varying thickness, which assume more 
nearly the appearance of the normal 
choroidal circulation toward the equa- 
tor. 
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In the left eye, there is a central 
lenticular opacity and the same general 
fundus picture obtains as developed 
in the right eye, altho the sclerosing 
process is not so complete. Thru a red 
light filter (Wrattan filter), the cho- 
roidal circulation is particularly well 
defined. 

The patient has a + 3. Wassermann. 
The fields are contracted in both eyes, 
and color fields are almost as large 
as form. 

The condition is a sclerosing of the 
choroidal circulation, with atrophy of 
the retinal elements and of the optic 
nerve. The etiology is probably lues. 


Leber’s Disease in Four Generations. 


Dr. Lutuer C. PETER presented three 
cases, typical examples of Leber’s dis- 
ease, in a brother, sister, and the son 
of the sister. Out of twenty-three des- 
cendants for four generations, fifteen 
have suffered from the disease. There 
has been more or less uniformity as to 
age, mode of onset, and subsequent 
history in each generation. 

The onset was usually sudden, be- 
tween the ages of fifteen and twenty 
years. In each of the cases presented, 
vision was so much disturbed that the 
patients were led around for several 
months. Then followed improvement, 
and return of peripheral, and partial 
return of macular vision, which, so far 
as can be determined, has remained in 
statu quo thruout life, or with very 
slight subsequent loss, with two pos- 
sible exceptions, which will be noted. 
Macular vision remained permanently 
damaged, at least to some extent, in 
each case. In two cases vision subse- 
quently diminished in acuity. It is 
alleged that one young man of twenty- 
two years lost his sight completely 
just before death, which was caused 
by pulmonary tuberculosis, while the 
other case is one of the third genera- 
tion, whose vision rapidly grew worse 
after each alcoholic excess, and it is 
said that he now has little sight left. 

The fundus appearance is similar in 
the three patients. The discs are gray- 
ish white, fairly well outlined, and the 
cribriform membrane is plainly visible. 
Arteries and veins are contracted, but 


not so small as observed in secondary, 
postchoroidal, or postretinal atrophy. 
The disc is not so clear as in primary 
atrophy. Beyond the disc, changes are 
not marked. 

In the case of the sister and her son, 
careful studies have been made. Was- 
sermann is negative, X-ray of the sella 
turcica shows no enlargement, and the 
sinuses are practically normal. The 
son is somewhat feeble minded, but 
apart from this condition, the neurolog- 
ic report of Dr. Theodore Weisen- 
burg is negative. The cases are in- 
teresting in a negative way. Form 
fields show little contraction. The blue 
and the red are contracted; green, is 
not recognized excepting in small areas 
close to the point of fixation. In each 
of the three cases, there is a central 
scotoma, varying from an indistinct to 
relative and absolute, and of varying 
size. 

Dr. Peter referred to the points of 
greatest interest in Leber’s disease as 
the etiology and the character of the 
atrophy, and mentioned the various 
theories advanced and said that, from 
the evidence thus far produced, how- 
ever, altho perhaps vague and incon- 
clusive, it is probable that the solution 
of the etiology of this singular disease 
will be found to be a manifestation of a 
hereditary type of disturbance of the 
internal secretions. 


Sarcoma, Glaucoma and Complicated 
Cataract. 

Dr. S. Lewis ZIEGLER presented a pa- 
tient, aged 41 years, exhibiting so many 
unusual complications as to deserve the 
designation of a “pathologic mine.’ 
These was a history of sarcoma of the 
forehead and supraorbital tissues, first 
excised by an osteopath in 1918, leaving 
exposed frontal sinuses which did not 
heal. The tumor rapidly recurred in a 
much enlarged and more malignant 
type. In 1919 Dr. W. L. Clark re- 
moved all traces of the ‘growth by 
inserting a series of small radium 
needles, about one inch apart and al- 
lowing them to remain twelve hours. 
The seances were twice repeated. Since 
that time, now more than two years, no 
recurrence has been noted. 
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(). D., absolute glaucoma, with the 
possibility of sarcomatous metastasis, 
caused a decision in favor of enuclea- 
tion. Section of globe shows glauco- 
matous cup and soft opaque lens but 
no tumor. 

O. S., vision 20/40, J. 3. During Jan- 
uary, 1921, her father’s death caused 
grief and crying. On Feb. 2, 1921, 
stinging pain in O. S. followed by 
blurred vision, small hemorrhage in 
anterior chamber, and vision 20/70; 
T +1; fields for form and color con- 
tracted; pupil not dilated. On Feb. 8, 
while examining the eye, a spurting 
hemorrhage from the iris was ob- 
served. On Feb. 10, a posterior sclero- 
tomy was performed, as: both trephin- 
ing and iridectomy seemed inadvisable. 
Slight hemorrhages occurred, both in 
the anterior and vitreous chambers. 
The Parinaud incision was performed 
with broad Graefe knife, the blade be- 
ing rotated at right angles and a \- 
shaped incision made. Altho the 
wound was carefully closed lacrimal 
infection occurred, the exudate visibly 
covering the ciliary body during the 
next thirty-six hours. An injection of 
mixed infection phylacogen was given, 
followed by seven others on alternate 
days. The infection subsided, leaving 
a slight haze of the posterior capsule, 
which developed into a soft cataract 
similar to the other eye. The glauco- 
ma was kept under control by eserin 
and negative galvanism. The scleral 
incision bulged slightly and tension 
finally became normal, but the pupil 
was somewhat irregular. 

As the light field was excellent, at 
the end of eight months, complete V- 
shaped discission of the lens, was done 
on Oct. 24, 1921, since which time the 
lens has been undergoing gradual 
shrinkage from above downward. 
There has been no rise of tension. Sph. 
+ 10. D yields a vision of 5/200 by 
looking thru the clean area above. The 
previous plastic capsulitis has made 
convalescence slow. 

Complications Associated with Todd 

Tucking Operation. 

Dr. Harotp G. GoLpBerG described 


several complications which he had 
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met with in the performance of the 
“Todd Muscle Tucking Operation.” 
His purpose in treating this subject 
was not so much because of the im- 
portance of the Todd operation, as 
that he attempted to prove that all 
operations upon the muscles of the eye 
which had for their object a shortening 
of the tendon, produced strangulation 
of the blood supply of the muscle, be- 
cause of the manner in which the su- 
tures were applied. This point was 
brought so forcibly to his attention in 
connection with the Todd operation, 
which in one case produced complete 
strangulation and sloughing, that he 
thought it was important to bring the 
matter to the attention of the Section 
for discussion. 

Discussion. Dr. J. Mitton Griscom 
said he had used the Todd tucking op- 
eration exclusively during the past two 
years, and found it more satisfactory 
than any other method. In the last 
fifteen consecutive cases ten were com- 
pletely successful, three partially so, 
and two were failures. He had not 
seen any bad effect from strangulation 
of the muscle, as reported by Dr. Gold- 
berg, but he considered it an important 
point against the operation, which may 
be responsible for failures which we 
attributed to other causes. 

Dr. WM. CAMPBELL Posey said that 
he had never emploved the tucking 
operation, on account of the possible 
strangulation of the muscle which it 
might entail. Lately he had made use 
of a twin single stitch operation, by 
means of which the muscle and super- 
lying conjunctival and tendinous tis- 
sues were brought forward as close to 
the cornea as possible by two mattress 
sutures, symmetrically inserted thru 
the upper and lower halves of the mus- 
cle. His results were better by this 
procedure than any other he had pre- 
viously employed. There was but lit- 
tle reaction, on account of the slight 
incarceration of the tissues by the su- 
tures, and the removal of the stitches 
was extremely simple. Dr. Posey 
dwelt upon the desirability of approx- 
imating the flap containing the tissues 
to be advanced to the site of the su- 
tures buried in the capsular tissue, by 
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forceps, before tying, to prevent the su- 
tures cutting their way out thru the 
tissue from undue dragging. 

Dr. WM. ZENTMAYER Said for several 
years he had practiced the O’Connor 
method of tendon shortening, but felt 
compelled to abandon it because of 
certain disturbing complications that 
frequently resulted. In the cases in 
which there were no complications, his 
results were better by this method of 
operating than by any that he had here- 
tofore or since used. In one of the 
three cases operated upon by O’Connor 
himself at Wills Hospital, there was 
an excellent immediate result, but sev- 
eral weeks later the patient returned 
stating that he had felt a sudden snap 
in his eye. Upon examination it was 
found that the tendon had given way 
and that he had what might be termed 
a complete traumatic palsy, with a 
squint which was much greater than 
it had been originally. This same ac- 
cident occurred in one of Dr. Zent- 
mayer’s cases, while the patient was 
still in the hospital. A second compli- 
cation, and one which compelled him 
to abandon the operation, was the fre- 
quency with which a peripheral cor- 
neal ulcer opposite the advanced ten- 
don occurred. The first complication 
undoubtedly was the result of necrosis 
of the lateral strands; and the second 
was the result of interference with nu- 
trition of the cornea by the large mass 
of catgut which is left in place in this 
method of operating. He understood 
that this complication also occurs at 
times after tucking operations. 

He stated that the interference with 
the blood supply cannot explain the 
results obtained in the several methods 
that have been spoken of, as it is the 
tendon alone and not the belly of the 
muscle which is involved. He believed 
that our failures result entirely from 
poor scleral anchorage, resulting in 
part from the fear of injury to the cil- 
iary body by the needle. Wells, of 
Boston, made some animal experiments 
which went to show that even in the 
most carefully performed operations of 
this nature, in the great majority of 
cases the needle either grazed the sur- 
face or goes into the outer surface of 


the ciliary body. Indeed, Denig, about 
twelve years ago, advised passing su- 
tures obliquely thru the cornea and 
thru the extreme angle of the anterior 
chamber. With proper operating room 
technic we need not fear the results 
from the needle accidently injuring the 
ciliary body. 

Dr. Lutuer C. Peter said the tuck- 
ing operation for squint is not nearly so 
satisfactory an operation as advance- 
ment of the muscle. A carefully per- 
formed advancement or resection al- 
ways yields best and most satisfac- 
tory results. If, however, a tucking 
operation is undertaken, the single su- 
ture, as originally practiced, passed 
thru the center of the muscle, cannot 
do otherwise than constrict the circu- 
lation. Instead of this single suture, 
more satisfactory results can be ob- 
tained by two sutures—one passed 
thru the upper third, and the other, 
thru the lower third, leaving the cen- 
tral muscle fibers free. 

He had never had a tucking oper- 
ation to fail, either from constriction 
of the circulation, or from subsequent 
slipping of the tendon. While it is an 
operation which is easy for the begin- 
ner to perform, it will not yield the uni- 
formly good results that one should 
obtain with a Worth advancement. 

Dr. Burton CHANCE protested that 
the surgical procedures described by 
Dr. Goldberg and the other speakers 
are not technically those of Todd’s 
“tucking operation,” indeed, certain of 
the annoying after effects described 
followed the use of an instrument al- 
together different from Todd’s appli- 
ance. Moreover, Dr. Chance stated, 
Dr. Todd had no such effects following 
the use of his pronged instrument, be- 
cause he did not secure the several 
layers of the muscle by a stout double 
thread, of rather heavy catgut, in- 
serted in the middle of the folds of 
tissue, by which the muscle is likely 
to be strangled. On the contrary, Dr. 
Todd inserted two threads, one near 
the upper and one near the lower bor- 
der, between the prongs of the tucker, 
and then tied them, thus leaving the 
middle third uncompressed. Dr. Chance 
said he used the tucker with satisfac- 
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tion, yet he does not charge any lack 
of success he might have had to Dr. 
Todd’s method, as he had not followed 
the method as Dr. Todd described it. 

Dr. S. Lewis ZIEGLER remarked that 
Dr. Posey by passing his suture farther 
back drew the capsule forward, and 
thus adopted the principle that he had 
advocated in his capsulo-muscular ad- 
vancement, only he used a single dou- 
ble armed suture where Dr. Posey used 
two. The same view was held by de 
Wecker and Knapp, both of whom in- 
cluded the capsule in their advance- 
ment sutures. 

Dr. Goldberg was quite right in call- 
ing attention to the fact that strangu- 
lation and sloughing of the muscle 
with slipping of the suture were trou- 
blesome features that impaired suc- 
cess. His own operation avoided these 
by utilizing (1) whip-stitch fixation, 
(2) capsular loop and (3) scleral an- 
chorage. He believed that the crump- 
ling which resulted was better than 
tucking or folding. 

Dr. H. Maxwetit LANGDON said that 
the Prince operation was so simple and 
satisfactory that he thought it should 
not be neglected. Two sutures, are 
required, one placed tangent to the cor- 
nea about 1 mm. from the limbus for 
a space about 2 or 3 mm. thru the 
sclera, the end of the suture being un- 
cut. The conjunctiva and Tenon’s 
capsule are opened and Prince’s for- 
ceps adjusted to the muscle, which is 
separated from its scleral insertion. 
The needle of a single armed suture is 
passed from within out thru the mus- 
cle, capsule and conjunctiva. One end 
of this suture is then laid across the 
anchor suture in the sclera and the 
ends of this suture tied over it as tight- 
ly as possible. The muscle and con- 
junctiva are then grasped with forceps 
and pulled forward towards the an- 
chor suture; the musculo-conjunctival 
stitch is then tied, the extra parts of the 
muscle being resected. 

Should there be an under result the 
stitch may be shortened and should the 
result be too great the muscle may be 
allowed to retract before the knot is 
tied. There seems to be but little 
change in the after effects of the op- 
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eration: no matter how tight the anchor 
stitch is tied the pull on it will con- 
tract its intrascleral portion somewhat 
and turn it into a loop with a smaller 
intrascleral part allowing about 1/2 to 
1 mm. of lengthening for the musculo- 
conjunctival stitch. The anchor stitch 
must be tied tightly. The reaction is 
moderate. The stitches may be re- 
moved the fourth or fifth day and the 
result is usually satisfactory. 


Pulsating Exophthalmos. 

Dr. G. OrAM RinG exhibited a wom- 
an with a recurrence of pulsating ex- 
ophthalmos five years after ligation of 
the carotid. At the age of two years 
a deeply seated cyst, at the upper and 
inner angle of the left orbit, with en- 
largement of the caruncle, was oper- 
ated upon by Dr. Wm. F. Norris. 

Following this operation, secondary 
enlargement necessitated another op- 
eration, and then there developed a 
gradual proptosis downward, forward 
and outward with a distension of the 
orbital and lid tissues. Ring examined 
the patient, while she was suffering 
from a severe attack of influenza. She 
stated she had had no ocular examina- 
tions during a period of thirty-three 
years. He found an extensive pulsat- 
ing exophthalmos of the left eye and 
orbit, associated with a painful expo- 
sure keratitis. 

A quiescent period of several years 
had preceded the shock of her father’s 
sudden death, which occurred under 
very tragic circumstances, just before 
her admission to the hospital. Fol- 
lowing this shock the exophthalmos be- 
came so pronounced that complete clo- 
sure of the lid was impossible. The 
proptosis carried the corneal pole 17 
mm. farther forward than the fellow 
eye, and 10 mm. below it. There was a 
marked fulness of the veins of the outer 
portion of the eyeball. The pupil was 
dilated. After a few weeks in associa- 
tion with a definite betterment of her 
systemic condition, the cornea regen- 
erated. She was then seen by Dr. 


Thomas R. Neilson, who performed a 
successful ligation of the left common 
carotid artery. The operation was fol- 
lowed by definite recession of the globe 
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and by a very considerable lessening 
of the vessel distension of the orbital 
tissues, especially above. The upper lid 
sulcus at the outer half was partially 
restored. Upon pressure the vessels 
seemed much softer in consistency and 
the congeries of orbital veins could be 
much more easily appreciated. The 
difficulty in lid closure rather promptly 
disappeared, as did some numbness in 
the left side of her face. In addition 
to the local treatment to the eye, the 
patient was given six injections at in- 
tervals of three days each, in the lum- 
bar region, of 10 c.c. of 2% gelatin. 
Another period of comparative quiet 
then ensued and the patient was not 
seen again for nearly five years. She 
then returned with exophthalmos 
somewhat increased from last record. 
Further notes of her history show she 
had suffered the dual shock of the de- 
parture overseas of her husband, and a 
severe miscarriage. A third shock still 
further augmented her oculo-orbital 
symptoms. Her husband, gassed and 
shell shocked, returned to America an 
entirely changed personality, indiffer- 
ent to marriage ties, callous in moral 
obligations, a wastrel of money, and in 
short with a distorted and unnatural 
perspective of life and its obligations. 
Hence the picture which she now pre- 
sents. Her willingness to submit to 
any further operative interference 
brings to mind the ligation of the su- 
perior ophthalmic or other orbital 
veins. Enucleation of the eyeball with 
the application of electrical desiccation 
to the orbital contents, has been con- 
sidered, but up to the present the out- 
come has been regarded as too proble- 
matic to justify the risks. 

Dr. Stevens reports; the heart nor- 
mal; the systolic pressure 150, and 
diastolic 100; a faint systolic bruit is 
audible slightly above and to the right 
of the affected eye. 


Eye Examinations in Neurotics or 
Psychoneurotics. 

Dr. Hiram Woops, of Baltimore, (by 
invitation) said the clinical cases of the 
types referred to have grown more fre- 
quent in recent years due in part to 
conditions induced by the war. Such 


conditions are mental, moral, economic 
and industrial. Symptoms are nearly 
all subjective, and it is difficult to de- 
termine what is real and what is not. 
The eye conditions admit of difference 
of interpretation. Patients easily grow 
dissatisfied and suspicious, attribute 
serious meaning to innocent criticisms, 
and frequently accuse the oculist of 
having ruined his or her eyes. The 
cases detailed came from three sources: 

1. Those who came directly because 
of supposed: eyestrain. 

2. House patients from the Shep- 
pard and Enoch Pratt Hospital for 
Mental Diseases. 

3. Those referred by physicians 
who were making an exhaustive search 
for a cause of a nerve disorder or nerve 
tire, apparently functional, whether 
eye symptoms were present or not. 

Class 1 complains of pain usually in 
and behind the eyeballs, and wished 
to know if pain, anergia, uncertainty, 
inability to sustain eye work, and loss 
of power of concentration, were due 
to need of glasses. Clonic lid spasms, 
real blepharospasm, were less fre- 
quent. Ciliary asthenia and actual vis- 
ual defects were rare. Such patients 
frequently inquire if “nervous dyspep- 
sia” and other remote conditions in- 
dicated an eye defect. Emphasis was 
placed upon the importance of the oph- 
thalmologist’s role as eye examiner, 
the case to be referred for systemic 
study to the physician. 

The hospital cases were examined 
with a view to aiding the alienist in 
diagnosis and treatment. In this type 
hysteria, hallucinations and obsessions 
abounded. 

In the third class the entire eye con- 
dition was asked, refraction and perim- 
etry being emphasized. Emphasis 
was placed upon the importance of not 
asking such patients to detail their own 
symptoms, the oculist’s report to the 
physician being the essential require- 
ment. This class has usually been 
diagnosed as neurotics or psycho- 
neurotics. 

From a considerable experience with 


- the eye symptoms of these two condi- 


tions, it seemed that a careful distinc- 
tion between them is of more than 
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academic importance to the ophthal- 
mologist. In both we are dealing with 
a group of discomforts or abnormal 
functionings; but they exist, in the 
one class, neurotic, (in persons with- 
out impaired mentality). The extent 
to which the mind enters into a true 
neurosis is limited to maladjustment. 
The person connot adjust himself to 
conditions at the time or overcome 
them. The cause is overwhelming, and 
it must be evident that if it is not re- 
moved, the mental maladjustment may 
become permanent. But if the cause 
is removed, he gets well, and his 
neurosis disappears. In the psycho- 
neurotic, on the other hand, there are 
from the beginning to the end, defec- 
tive mental powers. Any successful 
treatment must include not only search 
for cause, but adaptation of treatment 
to the mental state. A neurosis, due to 
some temporary cause, might attack a 
previously healthy person or a psycho- 
neurotic, but the management of the 
two cases would have to differ. 

Can ophthalmologic symptoms help 
in differential diagnosis of these two 
conditions? Dr. Woods thought they 
can. The eye history before and after 
the appearance of the neurosis, the 
previous life and how now hampered, 
work, happenings about the time of 
appearance are often helpful; in other 
words, how the eye trouble came on; 
then its nature. Pain, lack of concen- 
tration, inability to keep up eye work, 
symptoms usually accompanying cer- 
tain eye findings, which are more or 
less curable. With the psychoneurotic 
there are added mental uncertainty 
and lack of self reliance. They are 
brought out, often, in routine examina- 
tion of visual acuity and field vision. 

Such a person leans on somebody 
else. In reading test types, for in- 
stance, he goes along swimmingly to, 
say, one-half normal acuity, then he 
comes to a dead standstill. Let him 
shut his eyes for a moment, and when 
he opens them, if someone is at the 
type board pointing with a pencil to 
the normal line for 20 feet, often he will 
read correctly. By previous examina- 
tion with the ophthalmoscope, we 
know he ought to do so, and with a 
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little help he does. The same uncer- 
tainty is shown in field tests. The 
point of retinal exhaustion is soon 
reached. Apart from eye examination, 
the patient’s descriptions sometimes 
lead us to the truth. 

Dr. Woods then spoke of some of 
the eye symptoms classified as evi- 
dences of nervous asthenopia, ocular 
neurosis, etc., and reviewed what was 
found in systematic study. The re- 
sults eliminate some of the cases as 
neuroses; but, all the same, some of 
them had been so regarded, and the 
rest were being studied with this diag- 
nosis in view. 

Pain. As stated before, the pain 
was located in the eyeballs. Strictly 
ocular pains are not, especially charac- 
teristic of ametropia; but they are sug- 
gestive of other things. One is ocular 


disease. In three cases sent to him for 
examination, chronic glaucoma was 


found, with slight elevation of tension 
—in the thirties with the Schidtz ton- 
ometer—contracted fields and Bjerrum’s 
scotomata. Central vision was normal 
and refraction error had been, in two 
of them, properly corrected. The 
fields had not been taken before, nor 
had tension been measured. If the 
bending of the vessels in two of the 
cases—and in the third it was not very 
noticeable—had been seen at all, it was 
not regarded as pathologic. Infected 
teeth, oral pyorrhea, and sinuitis were 
uncovered in some other cases. 

Dr. Woods discussed with some 
minuteness the muscular conditions. 
In the first place, tension ocular pains 
are pretty characteristic of muscular 
imbalance. Yet, with the phorometer 
or Maddox rod, results were often 
negative or nearly so. Not feeling that 
myasthenia had been’ conclusively 
eliminated, there was used in doubtful 
cases Duane’s shutter or parallax test, 
the possibility of developing diplopia 
by a colored glass, and the duction 
power, in prism degrees, of individual 
muscles. As is well known, the eyes 
can exert considerable control in the 


balance test, but in the short and quick 
exclusion of the shutter test, with re- 
dress, and apparent movement of the 
object looked at, when the screen is 
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shifted, it is a safe conclusion that the 
eye has deviated while under cover. 
The same is true of diplopia with a 
red glass. A brief period of wearing 
a prism with the base toward the 
suspected muscle, will confirm or re- 
move the suspicion. 

As to the power of muscles to over- 
come prisms, with bases away from 
them, there is a big difference of opin- 
ion as to whether or not it is worth 
anything. The prism power of the 
muscles which receive the most at- 
tention, generally speaking, the intern- 
al recti, give the least valuable infor- 
mation. Power to retain single vision 
at 6 meters, with prisms bases out, and 
distance unchanged, is not a test of 
muscular strength. It is nothing but 
the patient’s power to separate his 
convergence from accommodation; to 
make one act while the other is idle. 
It is what Landolt called “positive 
relative convergence,” just as there is 
a positive relative accommodation 
measured by the ability of the ciliary 
muscle to overcome concave lenses 
over their distant correction. True 
both of these functions are of some im- 
portance. Abduction and adduction 
show a_ close constant relation § in 
normal eyes. Dr. Risley used to say 
that the proportion between the interni 
and externi should be, at the minimum, 
three to one, and that four to one is 
better. However, exercise of one kind 
or another can greatly increase a de- 
fective adduction in a very short time. 
This means increased power of action 
without accommodation, not really in- 
creasing strength. 

On the other hand, the externi, with 
their independent nerve supply, can be 
quite accurately tested. Noyes used 
to teach that 5° of abduction was a 
minimum for normal strength and that 
over 8° was too much. To a somewhat 
less extent, the vertical muscles can 
be so measured. A supra—or infra- 
duction of two and a half or three de- 
grees is regarded as normal. These 
figures either have value or have not. 
If of no value, and if the balance test is 
sufficient, the application of them to 
the subject under discussion is worth- 
less. But in a large number of these 
patients with definite neurotic eye 


pains, a general myasthenia, as 
measured by these duction tests, was 
found. And opinion regarding the rela- 
tion of the horizontal muscles to each 
other should be based more on the 
prism reaction of the externi than of 
the interni; and this because the latter 
act normally in convergence only with 
accommodation. It is at the near 
point where we get our best informa- 
tion about the interni. If an essential 
asthenia of the extrinsic muscles is a 
fairly constant finding in these neurot- 
ics, their pain and lack of endurance 
can be understood. Because of their 
weakness, the muscles soon reach the 
limit of endurance. Two conclusions 
seem justifiable: (1) This weakness 
makes the eyes ready victims to any 
irritation, and (2) this once started, 
the eyes themselves become a new 
source of more irritation. 
Only a small number of patients pre- 
sented symptoms referable to the cili- 
ary muscles, save when uncorrected or 
improperly corrected refraction was 
presented. Sometimes the near point 
is abnormally close, and marked bene- 
fit follows removing such glasses, and 
thus removing the near point, and re- 
lieving the interni of an added task. 
In examination of the fields in these 
cases, it is absolutely necessary to avoid 
going beyond the exhaustion line, 
and being sure that the patient knows 
what is wanted. When this has been 
done, there is less variation and prac- 
tically no interlacing of colors. But 
in a certain number of patients with 
neurasthenic symptoms, even when the 
fields are taken under advantageous 
conditions, there is a slight but definite 
and persistent concentric contraction. 
It rarely is over ten or fifteen degrees. 
Sometimes it is a little more in one 
field than another. Has it any signif- 
icance, specially as regards suscepti- 
bility to irritation; in other words, 
have eyes with this sort of field con- 
traction a tendency to give out sooner 
under pressure than eyes with normal 
fields? There is nothing in the ap- 
pearance of the disc to suggest 
atrophy; but may there be, with 
demonstrated loss of peripheral func- 
tion, a falling of conduction in more 
centrally located fibers? The observa- 
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tion suggests the need for careful 
search for other nerve symptoms, tox- 
emia, etc. 

As a rule the pupils were equal in 
size and presented normal reaction to 
light and convergence. There were a 
few cases of inequality, and parodoxic 
reaction. An interesting observation 
was the occasional failure of cocain to 
dilate one or both pupils. 

Regarding the lid phenomena in pa- 
tients classed as neurotics or psycho- 
neurotics, there was frequent occur- 
rence of Gifford’s and Rosenbach’s 
signs of hyperthyroidism: the first, 
difficulty in everting the lids, and the 
second, a pronounced and _ persistent 
trembling of the upper lids when they 
were closed gently. At the same time, 
there was no suspicion of Graefe’s or 
Dalrymple’s signs. 

Regarding treatment, there is not much 
the ophthalmologist can do; refraction 
correction should be made, of course. As 
to the myasthenia, if one muscle is 
strong, out of proportion to its antag- 
onist, a prism, base toward the weak 
muscle, may help; but in such cases 
the balance test usually gives a clue. 
If the internist, neurologist, or alienist 
knows when to advise an eye review, 
the best thing the ophthalmologist can 
do is to make his diagnosis, advise or 
give any treatment the eye conditions 
need, do it quickly and unostenta- 
tiously, and then be seen as seldom as 
possible. His presence centers atten- 
tion on the eyes and that is just what 
should be avoided. 

It is a question whether benefit is 
to be derived from periodic health ex- 
aminations, once or twice a year. So 
long as one is living up to industrial, 
domestic or social obligations, and 
feels well, he or she probably is well. 
We should bear in mind that it is 
usually the slight ailments, and not the 
really serious things which produce 
neuroses. The cultured woman who 
has a recurrent breast carcinoma, the 
conscientious man with chronic neph- 
ritis, for whom there can only be 
ene end; the breadwinner suddenly 
plunged into darkness by an explosion; 
all these may suffer from the first 
agonizing realization, but they do not 
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become neurotic. It is the man or 
woman with some little thing physical- 
ly, some emotional or industrial irri- 
tant, who fall victims. ‘There is noth- 
ing like steady work to build up re- 
sistence, and no surer way of destroy- 
ing growth than everlastingly inspect- 
ing roots. 

Discussion—Dr. H. F. HANSELL said 
the study of neuroses and pshycho- 
neuroses in relation to their having 
ocular symptoms is interesting. It re- 
minds one of hysteria and the ocular 
symptoms induced by that affection. 
Yet, as Dr. Woods announces, the dis- 
tinction between the forms of neuroses 
is important in the diagnosis and treat- 
ment of these difficult patients. In 
the former the patient’s mind is con- 
centrated on the eyes, and in the latter 
the ocular attention given by the pa- 
tient is the result of a psychic dis- 
turbance. He related briefly a case of 
each kind as illustrating his under- 
standing of this distinction. A woman 
consulted him concerning her eyes. 
He found nothing wrong except an un- 
corrected error of refraction and un- 
corrected presbyopia, for which he pre- 
scribed correcting glasses. She re- 
turned from the opticians in an antag- 
onistic frame of mind and stated em- 
phatically and with conviction of truth, 
that had she chosen the most illfitting 
pair of glasses in the shop, she could 
not have selected any that were worse 
than those ordered. By a rare exercise 
of diplomacy, she withdrew from the 
office without physical aid. She re- 
turned six months later wearing the 
glasses with comfort. The cordial re- 
lation of physician and patient con- 
tinued for years afterward. 

A young man had been shell shocked 
in France. He was received months 
afterward in the Jefferson Hospital 
and claimed to be entirely blind. No 
lesion of any kind could be detected 
in the eyes or the body, and his pupils 
contracted to light. The upset of his 
nervous system induced by his expe- 
rience in France was intensified by 
domestic difficulties and total destitu- 
tion. Under treatment and encourage- 
ment he regained full acuity of vision. 
The eyes here responded both to the 
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imbalance and incoordination of the 
brain functions, and to their restora- 
tion to the normal. 

That these phases of mentality do 
not come only to the uneducated and 
untrained minds, but to those of expe- 
rience and intelligence, is illustrated 
by another case. An engineer, a man 
of culture and experience, was led to 
believe by a faking optician that he 
could not see to read thru the near 
glass for the right eye, and he demon- 
strated the truth of his statement to 
the patient, thus inducing him to buy 
a $21.00 pair reduced to $3.50. The 
following morning he could see per- 
fectly well with his old glasses because 
the vaselin, secretly applied to the 
right glass, had been removed. 

There is, to be sure, a psychic ele- 
ment, almost indeed, a state of hyp- 
nosis. The community would invari- 
ably rather give credit to the charlatan 
than to the educated physician. It 
likes to consider itself advanced and 
progressive. 

The muscular problems described by 
Dr. Woods are complicated and diffi- 
cult to handle. For lack of understand- 
ing, we try to explain them by referring 
their causes to a susceptible or hyper- 
sensitive nervous system. They are to 
be found in the same category of cases 
as those in which a quarter of a diop- 
ter of astigmatism causes asthenopia, 
and its correction temporarily gives re- 
lief. After a time the glasses are laid 
aside, and to them is attributed the 
cure. In a sense this is true, but only 
partly, for an individual in good health, 
free from obsessions and imaginations, 
needs no such correction. The eye and 
the environment are not free from re- 
sponsibility in the etiology. 

Dr. ALBERT C. BucKLeEy said that he 
was in accord with Dr. Woods’ state- 
ment, “neuroses so frequently show 
themselves in eye function because the 
use of the eyes is so intimately con- 
nected with everything in life,” and be- 
lieved, without overemphasizing the 
matter, Dr. Woods might have added, 
“because the eye is anatomically and 
functionally a part of the central 
nervous system, and therefore more in- 
timately connected with the organ of 


adjustment of the organism as a whole, 
so that the ocular mechanism is chief- 
ly concerned in the more important 
habits of the life of the individual, a 
receptor of the highest degree of im- 
portance from the standpoint of ad- 
justment.” 

From his experience, he believed a 
great deal of what would seem to be 
due to eyestrain, anergia, ocular dis- 
comfort, sense of fatigue, visual defect, 
etc., in profound neurasthenic and 
psychasthenic states, are symptoms or 
evidences of diminished attentive 
power and increased susceptibility to 
fatigue. 

Admitting that there are three dis- 
tinct types of eyestrain, (1) that due to 
muscle disorder, (2) nervous innerva- 
tion and (3) psychic, frequently it is 
necessary to decide for the patient who 
is in the convalescent phase of a psy- 
choneurosis, and who complains of 
eye symptoms, whether he should be 
sent to the oculist for a new refraction. 
The inclination is to have the refrac- 
tion made for comparison with prior 
tests, but there is some doubt as to 
whether the patient should wear a 
change of lenses until he had passed 
well into an unquestionable convales- 
cence, particularly if there were 
marked differences in the results of the 
examination of refraction periods. Puz- 
zling experiences have been with pa- 
tients who during the height of their 
disorder have discarded glasses which 
they had previously worn comfortably, 
declaring that they could see better 
without their usual correction. This 
has been observed especially in pa- 
tients suffering from mild maniac at- 
tacks with mental exaltation. 

The first group of patients mentioned 
are found among the depressive types 
of psychoses. In the neuroses, in 
many instances, ocular fatigue and 
other symptoms are the result of at- 
tempts to overcome eye defects. 

Dr. Wm. ZENTMAYER Stated the 
point which Dr. Woods makes in re- 
gard to color reversals and interlacing 
is a useful one. He believed it to be 
due to lack of concentration and com- 
prehension on the part of the patient. 
It usually will not be present when the 
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field is taken a second time. Regard 
ing the part played by the ciliary 
muscles in these neuroses, it is im- 
portant to bear in mind that an un- 
equal accommodative power in the two 
eyes is not at all rare and occasionally 
requires consideration in the prescrib- 
ing. 

The failure of cocain to dilate the 
pupils in some of Dr. Woods’ patients 
is probably linked up with the other 
two symptoms mentioned by him— 
Gifford’s and Rosenbach’s—as an evi- 
dence of perverted function of the thy- 
roid. This has been noted before. 

CuHarces R. Heep, M.D., Clerk. 


PITTSBURGH OPHTHALMOLOG- 
ICAL SOCIETY. 
April 10th, 1922. 
Dr. E. B. Hecker Presiding. 
Subhyaloid Hemorrhage in Pregnancy. 

Dk. STIEREN reported the 
case of Mrs. H. M., aged 32, who ap- 
peared November 9th, 1921, complain- 
ing of total blindness in her right eye 
which had come on suddenly five days 
before. She was three months preg- 
nant, and stated that following a hard 
day’s work she lay down to take a nap. 
Upon getting up, the vision in right 
eye was found to be much blurred and 
steadily became worse. 

Pupils in both eyes normal in size 
and reaction and dilated ad maximum 
under homatropin. There was no cen- 
tral vision in right eye. Left vision, 
with plus 1.25 S. combined with plus 
0.25 cyl. axis 90°, equalled 6/4. 

In the right temporal fundus was a 
large dark blood clot lying on the 
retina in front of the vessels, slightly 
elevated and with sharply outlined 
margins. The lower part of the clot 
was dark red, the upper edge being 
much lighter in color. The upper edge 
of the clot extended one-half papilla 
diameter above the macula. 

The retinal vessels were normal in 
both eyes and showed no evidence of 
sclerosis. 

Iodin, gr. 1/12, in spts. aetheris 
nitrosi, m. xx, three times daily, was 
ordered and, in addition, saline cathar- 
sis every other day. 
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The patient was not seen again until 
Dec. 14th, 1921, when she appeared 
with the ocular condition about the 
same. In the meantime, she had mis- 
carried and had been confined to bed 
the greater part of the time. 

January 16th, there was no change 
in the fundus picture. The iodin mix- 
ture was increased to gr. 1/10 iodin 
three times daily, with the salines as 
before. At no time did urinalysis re- 
veal any abnormality, except an in- 
crease in phosphates. Blood and 
spinal Wassermanns were negative. 


Fig. 1.—Subhyaloid hemorrhage (Stieren’s case). 

There was very little change in the 
ocular condition or vision until March 
llth, 1922, when the upper part of the 
clot had receded to the level of the 
lower margin of the disc, and vision 
had improved to 3/30. Since then the 
improvement has been rapid; at the 
last examination, April Ist, vision re- 
stored to 6/5, and the clot was but 
one-fifth its previous size, consisting 
now of a dark staining of the retina in 
the lower temporal region. 

Pituitary Tumor. 

Dr. J. Crype MarKEL reported the 
case of Mr. A. E. W., aged 39, tele- 
graph operator, father of five children. 
Family history: Father died of tuber- 


culosis when patient was five years 
old. 
Previous medical history: Had 


measles when a child and influenza two 
years ago; about seventeen years ago 
was overcome by heat, but this had no 
bad effects. 


ii 
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Present illness: About two years 
ago began to have severe headaches, 
especially in the right frontal and tem- 
poral regions, at times running down 
into the neck. Lately headaches have 
been quite severe, coming on almost 
daily and usually lasting all day. They 
are relieved by aspirin. In August, 
1921, noticed vision of right eye begin 
to get dim and hazy, gradually getting 
worse. Has been able to continue 
work until the present time. Has worn 
glasses at times, with little or no im- 
provement. Last pair given him was 
R.—0.75 Sph.; L.—0.75 Cyl. ax 180°. 
Gives no history of injury at any time; 
diplopia at times; lately rather fre- 
quently. Says he notices one train 
coming toward him slightly in advance 
of a second and a little above it. 

Is usually quite drowsy and cannot 
get enough sleep. Tires quite easily, 
especially going up steps or walking 
fast. Has short lapses of memory at 
times. Has been unable to recall names 
of friends during the past five or six 
months. Gets quite dizzy at times, 
especially after stooping over. Com- 
plains of severe cramps in legs at 
night. No convulsions or unconscious- 
ness. Appetie good; no craving for 
sweets. No anosmia or gustatory 
symptoms, except bad taste in the 
morning. No epistaxis. No nausea. 
Sexual desires are unchanged. Weight 
158-163 pounds, with no change recent- 
ly ; height, five feet eight inches ; lower 
teeth good, has upper plate. Fingers 
tapering; no crescents on nails except 
thumbs; skin usually dry, except cold 
clammy sweating of head; no unusual 
amount of hair on body; urinates fre- 
quently; quantity never measured. 

Vision: R. 20/200; L. 20/30 ??. 
Pupils are equal and active to light and 
accommodation; Wernicke sign ques- 
tionable. There is some tendency of 
the right eye to diverge; convergence 
is very weak. Right palpebral fissure 
is slightly wider than the left, with pos- 
sible slight proptosis of the right eye. 

Ophthalmoscopic examination shows 
media clear; discs vertically oval, quite 
pale and atrophic; no swelling of the 
disc or edema present. Fields show 
bitemporal hemianopsia, with oblitera- 


tion of all color perception except 
blue (central) in the right; and con- 
traction of the color fields in the left. 

Neurologic examination was made 
by Dr. Geo. J. Wright, who reported 
as follows: No vertigo or vomiting; 
gait normal; other cranial nerves 
normal; arm and knee jerks normal; 
no astereognosis; no ataxia; station 
fair; no tremors; face and cornea 
normal; urine negative. Blood pres- 
sure 126; blood Wassermann negative 
one month ago. 

X-ray examination by Dr. G. W. 
Grier shows a large tumor of the 
pituitary body. The tumor seems to 
project downward mostly and has de- 
stroyed the floor of the sphenoid sinus 
and extends into the anterior portions 
of the sinus. The posterior clinoids 
are almost totally destroyed. 

Discussion.—Dr. STIEREN thought the 
radiographic evidence, in the absence of 
stereoscopic pictures, insufficient to 
establish the diagnosis of neoplasm, 
inasmuch as the percentage of malig- 
nant growths in this region is less than 
5 per cent. He believed most of such 
enlargements to be adenopathies, mere 
compensatory hypertrophies, and sug- 
gested the prolonged administration of 
pituitary gland substance before re- 
sorting to surgery. This treatment was 
successful in his hands in a case of 
pituitary hypertrophy, previously re- 
ported to this Society and published in 
the 1921 transactions of the American 
Ophthalmological Society. 

Glaucoma? 

Dr. Frep C. STAHLMAN exhibited the 
case of Mr. L. D., age 28, who came on 
March 27th, 1922, complaining of the 
following symptoms: Poor vision; 
dizziness, brow pain of a dull, heavy 
nature almost constantly. He was ex- 
amined by an oculist in June, 1919, 
who reports as follows: Vision R. 
20/200, improved to 20/40 with plus 
3.00 Sph. combined with a plus 0.50 
cyl. axis 90°; vision L. 20/40, improved 
to 20/20 by plus 1.50 sph. combined 
with a plus 0.50 cyl. axis 180°. Patient 
was told that his eyes were bad, but 
nothing further. He was examined six 
weeks ago by another oculist, who told 
him his right eye was gone and that 
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the left one was very bad. Patient has 
been going to the Federal Board for 
nearly a year on account of his disabil- 
ity, but no record has been made of 
his eye condition. Present condition: 
Vision, R., counts fingers at three feet. 
Tension, 40 by McLean tonometer. 
Vision, L., 4/15, with plus 1.75 D. sph. 
combined with plus .75 cyl. axis 180°, 
equaled 4/9. Tension 35 (McLean). 
Fields 50° temporal, 50° down, 40° 
nasal, 25° upward. Right nerve is 
deeply cupped, with vessels coming up 
over rim of the nerve. Left nerve less 
markedly cupped. 

Patient gives a history of having 
been gassed while in combat service. 
Was confined to the hospital for sever- 
al weeks, with eyes bandaged; also 
sustained an injury to the forehead, 
which was infected. Says he could not 
see for some time. The question will 
arise with the Federal Board whether 
anything in the service has been re- 
sponsible for the glaucoma. His con- 
dition is progressive and demands op- 
erative treatment, but the exact pro- 
cedure has not been decided upon, 
pending the adjustment with the Fed- 
eral Board. 

Discussion—Dr. Murpocu thought 
the case one of optic atrophy rather 
than glaucoma. Dr. Strizren did not 
find much loss of nerve substance with 
the ophthalmoscope. He believes a 
finding of between 35 and 40 with the 
McLean tonometer to be within normal 
limits. He thought the restricted 
fields might be hysteric. Dr. WeEts- 
SER did not believe the case one of 
glaucoma, but thought it should be 
studied from the standpoint of maling- 
ering. Dr. TURNER questioned the diag- 
nosis of glaucoma. Dr. WEIMER sug- 
gested a study of the sphenoids. 


Retinitis Pigmentosa or Lues. 

Dr. Frep C. exhibited 
the case of Miss B. D., aged 19, who 
presented herself for examination on 
March 28th, 1922. Vision began to 
grow worse at nine years of age. 
Father says vision was good up to that 
time. Never had night blindness. An 
older sister has similar condition, the 
father reports. Sistér’s vision began to 
lessen at about the same age, but 
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father thinks it is better recently. There 
are four other children in the family, 
some younger and some older, all of 
whom have good vision. 

Field is reduced to 15° temporal, 15° 
nasal, 20° downward, and 15° upward. 
Eyegrounds are dark, both affected 
nearly equally; nerves paler than 
normal; retina and all vessels atro- 
phied. The pigment figures lie in front 
of the retinal vessels, and are of an 
elongated type, not the bone corpuscle 
type usually seen; seem to follow 
course of vessels on periphery. About 
a year after vision began to lessen, 
hearing also began to lessen. At first 
thought there might be specific history, 
but could elicit none. No blood tests 
were made. Hearing, loud conversa- 
tion close. Diagnosis: The fundus 
picture is that of retinal atrophy. This 
is due to retinitis pigmentosa, notwith- 
standing no history of night blindness. 


Discussion —Dr. Market thought the 
case one of disseminated choroiditis, 
and asked for a blood Wassermann. 

Dr. STIEREN agreed with Dr. Markel, 
stating that he believed hereditary lues 
to be the etiologic factor. The condi- 
tion has come on too early in life to be 
retinitis pigmentosa, and lacks the 
typical bone corpuscle pigmentation, 
as well as the essential symptom of 
night blindness. Dr. Murdoch’s diag- 
nosis was disseminated choroiditis. 


Dr. HEcKer thought the case one of 
congenital lues. 
Gonorrheal Conjunctivitis. 


Dr. Epwarp B. Hecker exhibited 
the case of a man, aged 24 years, who 
presented himself on March 14th, 1922, 
with a well developed purulent con- 
junctivitis of the left eye, which began 
on March 10th. The patient also had 
an acute urethritis, and is lefthanded. 
The clinical picture of the left eye was 
typical of a gonococcic infection. Pa- 
tient was immediately sent to the hos- 
pital. Smears were made of the pus 
and proved to be positive for gono- 
cocci. Some of the pus was cultured, 
but the cultures failed to grow. 

The treatment of this case was iced 
normal salt solution at intervals of six 
hours, day and night. The first treat-. 
ment was at four o’clock on March 
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14th. The smears taken from the eye 
were positive for gonococci daily until 
March 17th, when they were negative, 
that is, seventy-two hours after the 
iced normal salt solution was _ insti- 
tuted. During the intervals iced pads 
were used continuously. The iced 
normal salt solution and the iced pads 
were used continuously until March 
20th, when they were discontinued and 
a solution of zinc sulphat, grs. 2 to 1/2 
ounce, was used at six hour intervals. 
No other drugs or chemicals were 
used, except atropin, grs. 2 to 1/2 
ounce, which was instilled once daily. 
The cornea showed some _ haziness 
about the fifth day, and on the eighth 
day there was a break in the corneal 
epithelium which looked as tho there 
might develop an ulcer; at this time 
atropin and dionin were used at six 
hour intervals. The ulcer has cleared, 
the thickened conjunctiva has gone 
down, so that now the eye presents a 
normal appearance. 

Discussion —Dr. STIEREN stated that 
he has used the treatment outlined by 
Dr. Heckel in gonorrheal conjunc- 
tivitis and subscribes fully to the effi- 
ciency of it. He has modified Dr. 
Heckel’s way of applying the iced nor- 
mal salt solution, by using two quarts 
of the solution irrigated thru a rubber 
hose about three inches long attached 
to a glass uterine irrigator nozzle. 
This method avoids the discomfort of 
cold hands for the operator, withcut 
any appreciable elevation in the tem- 
perature of the solution due to distance 
from the course of supply. 


Occlusion of the Central Retinal Ar- 
tery. 

Dr. Epwarp B. Hecker exhibited the 
case of Miss A. C., aged 20 years, who 
presented herself on March 21st, 1922, 
complaining that she could not see any- 
thing straight ahead with the right eye, 
but could see objects only to the extreme 
right. This condition came on sudden- 
ly on March 18th. Ophthalmoscopic 
examination showed occlusion of the 
central artery of the retina; a distinct 
white opaque area all about the mac- 
ula, with a red spot in the macula. The 
left eye was normal, with vision of 
20/20, In the right eye there was only 


a very slight perception of light to the 
extreme temporal field. 

The patient was referred for gen- 
eral examination. The laboratory find- 
ings, including blood Wassermann, 
were negative; the teeth also were neg- 
ative. The tonsils, however, showed 
some pus and were removed on March 
30th, 1922. The eye now presents 
about the same appearance as when 
first seen. There is no improvement in 
central vision, but the right temporal 
field seems slightly larger. 

Discussion—Dr. STIEREN thought the 
ophthalmoscopic picture lacked three 
cardinal points upon which to make a 
diagnosis of closure of the central re- 
tinal artery, viz., the absence of blood 
in the superior and inferior branches 
of the central artery, the blanching of 
the retina, and the typical cherry-red 
macula. He saw loss of substance in 
the nerve head, with the lamina cribro- 
sa showing thru. He thought the mot- 
tled appearance present showed a de- 
generation of the retina around the 
macula. In a case of this a similar ap- 
pearance of the macula followed a 
blow on the head with a crane. 

Dr. WeErtsseER thought it difficult to 
make a positive diagnosis from exam- 
ination of the present fundus picture 
alone. 

Dr. Market thought the retina 
should be blanched and not hyper- 
emic if closure of the central retinal 
artery had occurred. 

Dr. Curry thought the fundus pic- 
ture not typical of occlusion atrophy. 


Complicated Detachment of the Re- 
tina. 

Dr. Epwarp B. HEcKEt exhibited the 
case of Dr. B. C., aged 66 years, first 
seen on December 14, 1921, with a his- 
tory that the left eye had become blind 
within the previous week. Examina- 
tion showed the right eye negative; 
and the left eye to have a large detach- 
ment of the retina in the inferior tem- 
poral region and extending back to the 
macula. The rest of the fundus was 
hazy and edematous and showed some 
slight fine opacities of the vitreous. The 
question which naturally arose was 
whether it was a simple detachment 
with liquid subretinal contents or a 
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detachment produced by 
Transillumination was rather sugges- 
tive of neoplasm. The patient was 
given subconjunctival salt injections. 
The vision was reduced practically to 
light perception and it was impossible 
to obtain any idea of the fields. At the 
present time, April 7th, the vitreous 
is decidedly clearer, the fundus is 
clearer and the detachment not so large 
or SO high. 
G. H. Suuman, M.D., 
Secretary. 


OMAHA AND COUNCIL BLUFFS 
OPHTHALMOLOGICAL 
SOCIETY. 


Meeting of December, 1921. 
Strabismus Sursumvergens, Comitant. 

Dr. J. M. BANISTER first saw Mrs. O. 
G. T. in April, 1917. She manifested 
a marked upward strabismus of the 
left eye. In looking straight ahead, 
the strabismus was directly vertical. 
In turning the fixing right eye to the 
right, the strabismic eye would be 
turned upwards and inwards to an ex- 
aggerated degree. Examination under 
cycloplegia, R. E. V.—20/30—w. + 
75D.S=20/20, L. E. V.—20/70—w. + 
75D.S — +:50 cyl. ax. 9020/50. There 
was no paresis of any muscle. 

Shortly after this examination he op 
erated upon the strabismic eye with 
the object of securing a proper cos- 
metic result, performing the tuck oper- 
ation with the buried catgut mattress 
suture upon the inferior rectus mus- 
cle of the affected eye. The cosmetic 
result can be seen in observing the pa- 
tient. There is no fundus lesion to be 
detected in this eye with the ophthal- 
moscope. There is at present no diplo- 
pia for distance, altho there is an ex- 
ophoria of 10 degrees. There is diplo- 
pia for the near point, there being a 
right hypophoria of 6 degrees. There 
is an excessive degree of insufficiency 
of covergence for the near point. The 
patient complains now of a feeling of 
strain when she uses her eyes in near 
vision, and desires relief from her pres- 
ent subjective symptoms. He intends 
to do a tuck in one internal rectus. 


neoplasm. 


BLUFFS 
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Epithelioma of Lid. 

Dr. BANISTER reported Mr. H. C. 
S., age 34, cashier, suffering from 
epithelioma of right lower lid. On 
May 19th, 1921, the lower lid was op- 
erated on by a modified Dieffenbach 
operation. The lid was divided into 
an anterior and posterior layer at the 
intermarginal line. The anterior layer 
was removed by a triangular incision, 
the base corresponding to the lid bor- 
der. The line of the basal incision was 
extended outwards from the outer can- 
thus, allowance being made for shrink- 
ing, and from the outer extremity of 
this incision a second incision was 
made downward and parallel with the 
outer margin of the triangle of skin 
removed, thus forming a quadrilateral 
flap from the temple and cheek. This 
flap was dissected up, turned inward 
on its pedicle, and secured accurately 
in place to cover the raw triangular 
surface. The upper margin was united 
by thru and thru mattress silk sutures 
to the tarsal cartilage, which had been 
left intact. The triangular space left 
by the transplanted flap was covered 
in by stitching the sides together, no 
Thiersch graft being used. 

The objection to the Dieffenbach 
operation is the lack of cartilaginous 
support in consequence of the removal 
of the tarsal cartilage. In the oper- 
ation as described, the cartilage is 
saved thus retaining the support. It 
is seldom necessary to remove this car 
tilage as in the earlier stages of the 
neoplasm it is rarely invaded, and it 
can safely be spared as indicated. 

Discussion.—Dr. H. Gtrrorp.—This 
is simply a modification of the Dieffen 
bach operation in which there is some 
cartilage excised, a small V-shaped 
section. 

Dr. F. S. Owen asked whether, in 
those cases of epithelioma involving 
the margin of the lid and overlapping 
onto the conjunctiva, we could do a 
modified Dieffenbach operation. Cases 
he has seen nearly always showed an 
erosion of the lid which extends onto 
the conjunctiva. 

Recurring Conjunctival Tumor. 

Dr. L. B. BusHMAN presented Mr. 
H. C. C., age 21, whose family history 
Was negative, He entered the hospital 
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complaining of dimness of vision, with 
lacrimation and pain in the right eye. 
He had variola when a child and gonor- 
rhea in the spring of 1921. About ten 
years ago, while working as a laborer 
in a mine, he accidently got some sul- 
phur dust in his right eye, which caused 
a severe infection with pain, photopho- 
bia, lacrimation. He remained away 
from work two weeks. His eyesight 
was good, and he experienced no pain 
or any other symptoms at the end of 
that time. About a year later, he be- 
gan to notice a growth on the ocular 
conjunctiva, and this, while small at 
first, became progressively larger. This 
did not cause any pain or any other 
symptom, but five years later it had 
attained the size of a pea. He had 
this removed four years ago because 
of the appearance and because the 
tumor hindered his vision. He was 
free from any symptom after removal. 
Six months later, the tumor began to 
grow again, this time reaching the size 
of a hazelnut. About two months ago 
it began to bleed, averaging once a 
day, the bleeding being caused by 
winking. Sometimes the hemorrhage 
became quite severe. At times, the 
eye grew worse, he noticed dimness of 
vision, and pus would accumulate in 
the eye. 

The eye presented a growth about 
the size of a hazelnut extending out 
from the external limbus of the right 
eye. Under anesthesia of 4% cocain, 
he snipped off a piece of the growth. 
The patient had quite a profuse hemor- 
rhage which, altho rather severe, was 
easily controlled by pressure bandage. 
There were no symptoms of intraocu- 
lar trouble and no iritis. His vision 
was quite good and his tension was 
down. Dr. Bushman was not prepared 
to give a diagnosis. The interesting 
feature to him was that the patient had 
had this growth removed four years 
ago, after which it began to grow again 
until it attained the size of a small 
hazelnut. The dimness of vision he 
complained of was fhot due to intra- 
ocular trouble but to the fact that the 
growth extended over onto the cor- 
nea and naturally hindered his vision. 
The eye was perfectly clear so far as 
the cornea and iris were concerned. 
Discussion.—Dr. F. W. DEAN.—Would 


it not have been better to have made 
an incision thru the conjunctiva and 
taken the whole thing out instead of 
cutting the tumor in two. 

Dr. C. S. JAMEs stated that he and 
Dr. J. M. Patton also saw this case 
about two months ago, but that the pa- 
tient disappeared. They considered it 
malignant. His vision was then 20/30. 
Conjunctiva normal. The tumor is 
possibly a little larger now than it was 
at that time. He had no pain and his 
tension was normal. 

Dr. H. Girrorp.—The fact that it 
was removed four years ago is a strong 
argument against its being a malignant 
growth. He thinks radium would 
probably cure it without any excision 
at all, and it may be quite a difficult 
thing to take it all out. He thinks its 
removal should be followed by radium. 


Glaucoma, Peripheral Iridotomy. 

Dr. H. Girrorp reported the case of 
Mr. W., age 52, Jewish, who had been 
seen ten years before, when his vision 
was reduced on account of corneal 
scars but no evidence of glaucoma was 
found at that time. In November 1921 
he returned with a typical history of 
glaucomatous attacks with pain in the 
eyes and halos around lights. Tension 
at that time was 63 in the right eye 
and 72 mm. Schiétz in the left. Under 
eserin, this was brought down to 45 
in the right and 32 in the left, vision 
with correction was R. E., 20/100, L. 
E., 20/30. On Nov. 25, 1921, a Cur- 
ran’s peripheral iridotomy was done 
on the right eye, following which the 
tension was reduced to 21 mm. The 
tension in the right eye remained 
around 65 mm. and on Dec. 16, 1921, 
the same operation was done on that 
eye, the tension being reduced to 27 
in the right eye and 24 in the left. 
Vision was the same and fields showed 
no noticeable change. 

Case II-—M. S., age 62, Jewish. 
Presented himself on Nov. 23, 1921, 
complaining of poor vision in both 
eves, which had been getting worse 
for the past six months. Vision with 
correction R. E., 10/200, L. E., 20/100 
+1. Tension R. E., 68, L. E., 72. 
The discs were pale and deeply exca- 
vated and the anterior chambers were 
both shallow. On the same day, Dr. 
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Gifford performed a Curran’s peripher- 
al iridotomy which reduced the tension 
to 11 in the right eye and 17 in the left. 
Tension remained down after the oper- 
ation and on Dec. 16, 1921 was R. E., 
17; L. E., 20. Vision R. E., 6/200; 
L. E., 20/70 + 2. 

Dr. Gifford states that he had several 
cases where the tension has kept down 
for about a year. In other cases, it 
comes back. It stays down for six or 
eight months and then, especially if 
eserin is not kept up, comes back. In 
the case of one young man who had 
lost one eye entirely, a trephining was 
done under cocain. This caused the 
pupil to dilate and he never could get 
it back to normal again. His sight 
went from 20/70 down to counting 
fingers in two or three days and never 
came back, altho his tension stayed 
down to 17. In the other eye, he did 
an iridectomy and kept the tension 
down. The tension again came back 
to 25 in spite of the use of eserin. On 
using eserin three times a day, tension 
remained 37. On using it five times a 
day, it came down to 25 and stayed 
there. He thinks an iridotomy is safer, 
especially if the field is narrow, than 
the trephining. Someone asked why 
not repeat the iridotomy if the tension 
went up again. Dr. Gifford replied 
that he had done this with temporary 
effect, but he had come to the conclu- 
sion that the second iridotomy does not 
do any more than the first. If the ten- 
sion comes up after the first operation, 
it is not worth while doing another. 


Discussion—Dr. Harry Grape of 
Chicago said that he was very much 
interested in the question. He would 
suggest that Dr. Gifford give a patient 
uranin and then watch the flow into 
the anterior chamber. In the summer 
of 1918, Dr. Walter Parker of Detroit 
attempted to pick out the cases of glau- 
coma responding to iridectomy and 
those responding to trephining, and to 
establish this on a basis of the depth of 
the anterior chamber; the shallow 
chamber calling for the iridectomy and 
the deep chamber for trephining. The 
iridectomy and trephining gave about 
the same result. 

Dr. Gradle described an operation of 
his own which is still in the experi- 


mental stage in which he makes an in- 
cision back of the ciliary body and 
turns into this a tongue of conjunc- 
tiva which extends thru between the 
ciliary body and the sclera into the an- 
terior chamber. He had used only this 
on one blind and painful eye with suc- 
cess in bringing the tension down be- 
low normal and relieving the pain. He 
sterilized the conjunctival flap before 
burying it by using mercurochrome 
and mercuric cyanid instillations for 
several weeks before until the cultures 
showed a sterile sac. 

Dr. H. Gifford discussed the ques- 
tion of preventing late infection. For 
years it has been his practice to in- 
struct patients who have had a trephin- 
ing that they should use a collyrium of 
zinc chlorid one half grain to the 
ounce twice a day for the remainder of 
their lives. He mentioned two strik- 
ing instances where a late infection 
after trephining had followed soon 
after neglect in the use of the collyrium. 
Glaucoma Simplex. 

Dr. G. B. Potter presented the case 
of Mr. M., age 52, whose family history 
and previous medical history presented 
nothing important. He presented him- 
self for examination on account of poor 
vision in his left eye. His eyes had 
always been good until twenty years 
before. 

In 1898, while employed on an Iowa 
farm, he was engaged in cleaning up 
the yard one day when his rake struck 
an old rusty nail and something flew 
into his left eye, causing it to pain con- 
siderably at the time. He was seen 
by the local physician, but doesn’t know 
exactly what was done for the eye. He 
thinks it was only a few days until the 
eye was apparently all right. Some 
few weeks afterward, however, he be- 
gan to notice what he describes as 
something like a film coming over the 
eye. This gradually increased until he 
can no longer see light. He has had 
very little pain or discomfort at any 
time. 

Examination 6f the ears, nose and 
throat negative. Teeth have all been 
extracted. Examination by clinician 
shows aortic arch reaching far over to 
right, with what he considers an an- 
eurysm of the ascending portion. Blood 
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pressure: systolic 170, diastolic 95. 
Wassermann negative. 

The eyes are symmetric. Brows 
rather prominent. Vision in the right 
eye is 20/25, and with the pinhole is 
20/15—1. In the left eye there is no 
perception of light. Lids and lacrimal 
apparatus normal. The anterior cham- 
ber is rather shallow in the left eye. 
Cornea and conjunctiva negative. Pu- 
pils 3 mm., round, with reaction to light 
and accommodation in the right. No 
abnormality in the color or markings 
of the iris in either eye. The tension 
in the right eye is 25 and in the left 
40 by the Gradle-Schidtz tonometer. 
Form and color fields, but slightly con- 
tracted in the right eye. Lens neg- 
ative in each eye. Fundus examina- 
tion, R., some diminution in the cali- 
ber of arteries. Veins practically nor- 
mal. There is a.cupping or excavation 
of the disc on the temporal side occu- 
pying about 1/2 the diameter of the disc, 
with the vessels pushed toward the 
nasal border. The depth of the cupping 
is about 1 1/2 mm. The floor of the ex- 
cavation is quite pale. L. shows an 
excavation of the entire disc to the 
depth of 3 mm. at the center, with all 
the vessels trowded to the nasal side, 
with arteries thready and veins slight- 
ly tortuous and smaller than normal. 
Diagnosis: Glaucoma simplex. 

Discussion—Dr. H. Grrrorp. The 
logical thing to do is to try out the 
peripheral iridotomy in the blind eye, 
and if eserin does not hold the ten- 
sion down in the good eye, try it on 
that one too. 


Treatment of Corneal Abscess. 


Dr. J. M. Patron presented a case of 
a 19 year old boy to show the effect of 
the Shahan thermophore in the treat- 
ment of deep corneal abscesses. The 
left eye had been inflamed for two 
weeks. There was no history of pre- 
vious pain or injury. Vision when first 
seen was 20/200. The eye presented 
diffuse infiltration of the deeper layers 
of the cornea in the lower half. At the 
outer side, this has a yellowish tinge 
showing evidently a beginning sup- 
puration. No definite pathology was 
found in his nose and throat except 
a moderate amount of pyorrhea and 


some suspicion of an ethmoiditis. He 
had improved under the use of heat, 
atropin and the thermophore. 

Discussion—Dr. GRADLE asked what 
temperature was ued. 

Dr. Patton replied that he used 151 
degrees centigrade. In the old gas 
heated machine, he started at 160 and 
let it run down to 140. 


Compensation for Ocular Injuries. 


Discussion —Dr. Harry S. Grape of 
Chicago, presented the views of the 
committee of the A. M. A. Dr. 
Dean of Council Bluffs, gave an ab- 
stract of a report submitted by Dr. 
Holt of Portland, Maine, which he calls 
the natural science method of estimat- 
ing visual defects. The consensus of 
opinion was that the system was too 
complicated to be practical and that the 
element of individual judgment entered 
into it so much as to prevent exact- 
ness. 

Dr. J. M. Patton stated that he be- 
lieved the association should cooperate 
as much as possible with the commit- 
tee which has helped us so much to an 
understanding of this difficult problem, 
in which it is necessary to give uni- 
form results in examinations. 

Mr. Larson of the Nebraska State 
Compensation Board expressed his ap- 
preciation that the profession was at- 
tempting to establish a method of re- 
cording visual defects. The compen- 
sation board has been much handi- 
capped by receiving conflicting reports 
in a given case by different oculists, 
who were undoubtedly attempting to 
give an‘ honest opinion. He brought 
up the point that certain cases of in- 
jury are affected more severely. In 
recording vision, he says this must be 
considered by the committee. He also 
said that many injury cases and their 
lawyers are inclined to refuse neces- 
sary treatment, especially operations, 
which would aid in restoring sight, pre- 
ferring to obtain the largest amount of 
damage rather than restoration of 
sight. The Board always attempts to 
see that everything necessary is done 
in every case, but this attitude makes 
it difficult at times. 

S. R. Grrrorp, 
Secretary. 
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Subconjunctival Injections of Mercury 
Cyanid for Trachoma. 

Dr. S. Gemsiatu of Paris. In de- 
fault of a real specific for trachoma, 
we have a multitude of methods, medi- 
cal and surgical, to stop the extension 
of the morbid process, without making 
it disappear completely. A condition 
of their efficacy requires medical ap- 
plications to be repeated over long 
periods, months and even years. Sur- 
gical procedures are more satisfactory 
in reducing the duration of the treat- 
ment. Unhappily their action is tem- 
porary, and they are not without dis- 
advantages. In Prof. de Lapersonne’s 
clinic, all hypopion ulcers are treated 
by subconjunctival injections of mer- 
cury cyanid. A scar results, but it is 
flat, more or less transparent and the 
vitality and sensibility of the part is 
always preserved. injections 
have therefore been advised for trach- 
omatous pannus. 

Local anesthesia is secured by 4% 
cocain solution, and one to two doses 
of aspirin, 0.5 grain. The cyanid solu- 
tion is 1 to 1000, 1/3; novocain 1 to 50, 
2/3, with two drops of adrenalin solu- 
tion. Such injections are made once 
a week, one, two, or three times accord- 
ing to the case. The injection is made 
slowly; the liquid diffusing itself around 
the cornea, raising up the conjunctiva. 
The compress bandage is applied from 
12 to 24 hours. The cyanid causes a 
reaction and the formation of connec- 
tive tissue, and probably has some bac- 
tericidal effect. 

In light and recent cases, the pannus 
and conjunctival lesions disappear and 
the parts are restored to normal in two 
weeks. In the oldest and most serious 
cases, this treatment, combined with 
the use of copper sulphat, diminishes 
the length of time required for treat- 
ment. Out of 20 cases thus treated, 
brief accounts of four are given. Two 
of the patients were Syrians, who had 
been refused admission to the country 
in New York on account of trachoma. 
They returned to Paris, and under this 


treatment and two weeks use of copper 
sulphat recovered, so that they were ad- 


mitted at New York within two 
months after their rejection. 
Hereditary Ocular Degenerations, 


Ophthalmic Abiotrophies. 

FE. TREACHER London, Eng- 
land). Most writers on hereditary af- 
fections of the eyes have omitted to 
draw any sharp line of differentiation 
between those in which the tissue in- 
volved has from the first been imper- 
fectly developed, and those in which 
after full development degeneration 
sets in. As examples of hereditary 
maldevelopments may be mentioned 
such obvious structural imperfections 
as microphthalmia, ectopia lentis and 
congenital cataract, also conditions 
known to us best as functional distur- 
bances, tho doubtless having some 
anatomic basis, such congenital 
color blindness and night blindness. 
The hereditary ocular degenerations of 
which the fullest information has been 
collected include the following affec- 


tions; postnatal cataract;- ocular pal- 
sies, retinitis pigmentosa; symmetric 


macular pigmentary degenerations; 
amaurotic family idiocy; Leber’s op- 
tic atrophy; Doyne’s “family choroidi- 
tis;” nodular and lattice like degen- 
erations of the cornea. 

Widely as these affections may at 
first appear to differ, they will be found 
to present similar characteristics, 
which allow of them being grouped 
together in a classification of eye dis- 
cases founded on a pathologic basis. 
All these diseases are hereditary, in the 
sense that they may be met with in 
several siblings of the same generation, 
and all, with the exception of symmet- 
ric macular pigmentary degeneration 
and amaurotic family idiocy may be 
met with in several different genera- 
tions. 

The lesions in all these diseases are 
bilateral, and in none of them in which 
pathologic investigations have been 
made, do the findings suggest the pres- 
ence of inflammation, but are such as 
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indicate degeneration in certain definite 
groups of cells; cells, which having 
reached a full degree of development 
and functional efficiency, have then un- 
dergone degeneration. The time of 
life at which the degeneration com- 
mences varies, as also does what some- 
times appears to be the incidental ex- 
citing cause. The occurrence of de- 
generations in several successive gen- 
erations of the same family renders it 
impossible to attribute them entirely 


to the absorption of any exogenous , 


toxic substance, or to the absence of 
any exogenous essential nutritional 
material, such as a vitamin. 

So far as our knowledge at present 
goes, there is no endogenous substance, 
such as the secretion of one of the en- 
docrin glands, upon which the struc- 
tures involved in these diseases are de- 
pendent for their vitality ; nor do we as 
vet know of any toxic material devel- 
oped endogenously, either by bacteria, 
or as the outcome of some faulty meta- 
bolic process, capable of poisoning and 
slaying the cells picked out in these 
diseases. Even if such a toxic, or in- 
ternal secretion, be discovered, to ac- 
count for the hereditary nature of the 
affections, it will still be necessary to 
assume some innate weakness in the 
cells attacked; or, in the case of some 
internal nutrient secretion, some innate 
tendency to a failure in its supply. 

Sir William Gowers accounted for 
the hereditary character of certain de- 
generative affections of the nervous 
system, muscles and epidermal appen- 
dages, presenting similar characteris- 
tics to these affections, to want of vital 
force in the structures involved, so 
that they are unable to maintain their 
nutrition beyond full development and, 
therefore, gradually fail and degener- 
ate. They fail, as he says; “from im- 
perfect life, from abiosis, in what may 
be designated abiotic atrophy, or abio- 
trophy.” 

He points out that; “besides general 
life, the termination of which involves 
that of every part of the body, many of 
these parts have their own vitality. 
Some of them slowly die, while the 
life of all the rest goes on without im- 
pairment. They die from many causes, 


some early, inevitably, from a_ very 
grave defect of vital endurance; some 
much later, the failure being but slight- 
ly premature; and some at various 
times apparently from various causes. 
When the failure is early, it is often 
due purely to a defect in vitality, a de- 
fect which seems to be inherent, the 
tendency thereto inborn. We do not 
indeed, apply the word ‘death’ to this 
slow decay of the elements; we speak 
of it as ‘degeneration,’ but the process 
is in many cases, perhaps in most, an 
essential failure of vitality, and I think 
it is instructive to consider the degen- 
eration in this aspect.” 

The term vital force, in the way in 
which it is here used may be defined 
as: “a force the possession of which 
differentiates living from dead matter.” 
Tho we know little as to its real nature, 
it is convenient to have a name to ap- 
ply to it, just as in algebra we use a 
symbol to represent an unknown quan- 
tity. This vital force, as we know it, 
exists only in connection with cell pro- 
toplasm, and manifests itself by what 
we term irritability. For its main- 
tenance, the cells possessing it require 
the capacity of taking up certain sub- 
stances from the fluid media surround- 
ing them, and of discharging other 
waste products; a process probably 
capable of a physicochemical explana- 
tion. 

In fission fungi, and many other uni- 
cellular protozoa, the vital force may 
apparently be indefinitely prolonged, 
for these simply formed organisms mul- 
tiply by division, so becoming trans- 
formed into two new individuals with- 
out leaving corpses behind. In a germ 
cell of multicellular organisms, as the 
result of fertilization, the vital force, 
instead of becoming gradually  ex- 
hausted and leading to degeneration 
and death of the cell, regains fresh vi- 
gor, causing it to multiply, develop and 
evolve into a new being. 

In the cells of multicellular organ- 
isms, which have become much differ- 
entiated from germ cells, and have ac- 
quired new and highly specialized 
functions, the vital force is always in 
a state of transition. These cells are 
always either in a state of evolution 
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to maturity, or in a state of involution 
to decay. At times the process is so 
slow that it might almost be thought 
that no change was taking place, but 
slow tho it be, and minute the alter- 
ations that occur, it surely and steadily 
goes on. “For so we ripe and ripe and 
then we rot and rot.” 

The time required for the vital force 
to complete the cycle of change which 
takes place from birth to death varies 
considerably in different species of ani- 
mals, in different individuals of the 
same species, and physiologically in the 
several tissues of which an animal is 
composed. Amongst mammals, the 
vital force is of much longer duration 
in elephants and man than in horses 
and dogs. Amongst birds it is of much 
longer duration in parrots and geese, 
than in fowls and thrushes. In the 
tortoise it is of longer duration than in 
any other vertebrate, one such animal 
having been estimated to have lived 
for two hundred years. 

Amongst human beings, longevity is 
frequently found to be a family char- 
acteristic. Here are three examples: 
Mrs. Amelia Spurgeon the aunt of the 
great preacher, recently passed her 
102nd birthday. Her mother lived to 
be 90, and her brother and two sisters 
all passed the eighties. In a recent 
copy of a daily paper, there was an ac- 
count of an octogenarian, a Mr. Gib- 
bins, who had eight brothers and sis- 
ters, not one of whom died before 
reaching the age of 80. Thomas Parr, 
who was born in Shropshire in 1843, 
is reported to have reached the age of 
152, and was buried in Westminster 
Abbey. The celebrated Harvey ex- 
amined his body after death and was 
unable to discover any organic dis- 
eases. Parr did not marry until the 
age of 88; he had a son who lived until 
the age of 127. 

Physiologically, in the human body, 
the vital force fails sooner in some tis- 
sues than in others; e. g., the thymus 
gland is highly developed during fetal 
life, reaches its maximum size during 
the third year of life, and shows signs of 
degeneration which rapidly progresses 
after the age of ten. 

Sir James Paget says: “The changes 


COLLINS, OPHTHALMIC ABIOTROPHIES 


of natural degeneration in advanced 
life have a direct importance in all 
pathology, because they may guide us 
to the interpretation of many similar 
anomalies which, while they occur in 
earlier life, we are apt to call diseases, 
but which are only premature degen- 
erations, and are to be considered 
therefore, as methods of atrophy—as 
defects rather than as perversions of 
the nutritive process—or as diseases, 
only in consideration of the time of 
their oceurrence.” This was written in 
1853, and I quote it as an interesting 
anticipation of Sir William Gowers’ 
theory of “Abiotrophy,” or degenera- 
tion of tissues due to defective vitality. 

Metchnikoff would have us believe 
that the symptoms we speak of as senile 
degeneration are not a natural sequence 
of life, ushering in its close, but the 
outcome of autointoxication. In_ his 
writings, however, he frequently 
speaks of the cycle of life, and of na- 
tural death, which latter he defines as 
a “phenomenon that is intrinsic in the 
nature of an organism and not the 
mere result of an external accident.” 
What apparently he does not recog- 
nize, is that the cycle of life may be 
of variable duration in the different 
tissues of an individual, and the in- 
trinsic phenomenon “natural death,” 
may take place sooner in some cells 
in the body than in others. Doubtless, 
some tissues, in which the cycle is 
drawing to a close, are likely to suc- 
cumb to some toxic influence earlier 
than they otherwise would, in which 
case, the changes produced might be 
attributed entirely to the toxins, the 
weakened resistance power of the tis- 
sues having been overlooked. 

It is as unreasonable to attribute all 
variations in the time of degeneration 
of tissues to toxic influence as it would 
be to account for all variations in the 
time of development of tissues to such 
influences. Just as we sometimes meet 
with precociousness in development, so 
sometimes we meet with precocious- 
ness in degeneration. It is with some 
of the prococious degenerations of the 
tissues of the eye that I now proceed 
to deal. 
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IIEREDITARY POSTNATAL CATARACT OR 
ABIOTIC CATARACT. 

Under the headings of cutaneous 
abiotrophy, Sir William Gowers de- 
scribed the early baldness met with in 
the males of the family in several suc- 
cessive generations, the essential cause 
of which is the failure of the life of the 
hair follicles of the scalp. He also 
spoke of early greyness of the hair as 
a qualitative failure, an enduring defect 
of one function of the follicles. 

Another very common form of de- 
generation met with in a structure de- 
rived from cuticular epiblast, is opacity 
of the lens of the eye, the outcome of 
a premature failure in the vitality of 
the fibers, a condition which may, I 
suggest, be aptly termed abiotic catar- 
act. That these changes are due to de- 
fective vitality is shown by their in- 
herent character. Nettleship states 
that: “Postnatal or acquired cataract 
is often hereditary, and quite a number 
of pedigrees have been collected by 
many observers.” Such postnatal cat- 
aracts have been described according 
to age of onset as “senile,” “presenile,” 
and “juvenile.” But as Nettleship says: 
“this subdivision is, no doubt, arbi- 
trary, and does not correspond with 
any difference in the cause or character 
of the cataract; but is often of some 
practical convenience.” 

He collected and analyzed a large 
number of pedigrees of postnatal cat- 
aract, and commenting on the age of 
onset remarked: “In one and the same 
family, hereditary cataract often begins 
at about the same age in all who have 
it. But exceptions to this are very 
numerous, for, as we have just seen, 
hereditary cataract often occurs at an 
earlier age in the children than in the 
parents; whilst in those of the same 
generation it frequently begins at 
about the same age in each.” 

In 1917 I operated for cataract, at 
the Moorfields Hospital, on two mem- 
bers of a family of seven. The five 
other members of the family, and their 
father, had previously been operated on 
for cataract at the same _ hospital. 
These facts I was able to verify by 
reference to the inpatient notes. I 
was further told that my patients’ two 


paternal uncles had been operated on 
for cataract, one at St. Thomas’ Hos- 
pital and the other at Cardiff. Of the 
family of seven, two were males and 
five were females. Their ages at the 
time they were operated on were as 
follows: 42, 56, 48, 63, 56, 58. The 
age of their father at the time of op- 
eration was 60. In a family such as 
this, in which so large a number of its 
members became affected with early 
senile cataract, it seems necessary to 
assume some inherent defect in the vi- 
tality of the lens fibers, which results 
in their degeneration. 

To speak of certain forms of post- 
natal cataract as abiotic does more 
than simply describe them as due to 
degeneration. I propose to show that 
it enables us to understand their path- 
ology more clearly than has previous- 
ly been possible. In considering the de- 
generative processes which occur in the 
structure of the lens, it is first necessary 
to recognize that there is a physiologic 
degeneration constantly taking place in 
its fibers, which does not result in the 
formation of opacity, and which, in an 
anteroposterior section of an adult lens, 
can be seen in all its stages in passing 
from the periphery to the nucleus. 

Newly formed lens fibers, such as are 
seen close to the capsule, form long 
flat bands with regular margins, 
rounded or hexagonal in transverse sec- 
tion, and containing rounded or ellip- 
tical, well staining nuclei. Older fibers, 
further from the capsule, become den- 
ser and flatter; their nuclei show at 
first an aggregation of chromatin to- 
wards the periphery, and later disap- 
pear altogether, clear oval spaces be- 
ing left at the sites they occupied, 
which, in still other fibers, also dis- 
appear. The oldest fibers of all, those 
in the center of the lens, are harder 
and more condensed; they have cre- 
nated margins, the projections and in- 
dentations of which fit tightly into one 
another, and they are entirely devoid 
of any trace of nuclei. This gradual 
hardening of the lens fibers is spoken 
of as sclerosis. 


HEREDITARY OCULAR PALSIES. 


In discussing the various forms of 
hereditary paresis of the. muscles of 
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the eyes and eyelids, it will be first 
well to quote some of Gowers’ remarks 
on muscular abiotrophy in general. In 
his first lecture on the subject he wrote 
as follows: 

“In the various forms of idiopathic 
muscular atrophy, in which there is a 
primary atrophy of the muscular fibers, 
we have examples of a true abiosis. 
To all these primary myopathies it has 
become customary to apply the term 
“muscular dystrophy,” and the cus- 
tom is convenient, if not quite accurate. 
The term thus includes both simple 
muscular atrophy and its well known 
congener, pseudohypertrophic paraly- 
sis. In these the muscle fibers, after 
full development, cease to maintain 
their nutrition. They slowly waste and 
a larger number, most of them in many 
parts, all in some, perish.” 

In another lecture (2) on the same 
subject he wrote: 

“The nutrition of the muscle depends 
on that of the nerves thru which its 
its function is called forth. If the 
nerves slowly degenerate, so does the 
muscle; if rapidly, from descending ir- 
ritation, the muscles undergo speedy 
complete degeneration. Yet the mus- 
cle has a life which we may call organ- 
ic, belonging to it as a structural en- 
tity, in consequence of which it may 
undergo morbid changes, apart from 
the nervous system, and may fail to 
live on, tho the nerves preserve an un- 
impaired vitality. This failure is what 
[ have called muscular abiotrophy— 
failure of nutrition from defective vi- 
tality—and for brevity we call it my- 
opathy.” 

Amongst the muscular abiotrophies, 
which he thus defines, he includes the 
“facio-scdpulo-humeral type,” also de- 
signated the “type of Landouzy-Dejer- 
ine.” In this affection there is extreme 
wasting of the muscles picked out, 1n- 
cluding the orbicularis palpebrarum. 
No matter how long the duration of 
the malady, it seems to remain purely 
muscular, the nervous system, even 
the motor nerves, remaining un- 
changed. It is a family and hereditary 
disease, and may be transmitted by 
either male or female parent; it affects 
both boys and girls alike. 
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In 1915, | showed a girl, aged 7, who 
had bilateral facial paralysis. At that 
time there was no affection of the mus- 
cles of the shoulder girdle, tho there 
was some paralysis of the extensor 
muscles of the leg, causing her to walk 
with a peculiar gait, her toes turning 


inward. She had the typical expres- 
sionless, socalled myopathic face. She 
was unable to close her eyes from 


paralysis of the orbicularis muscles, 
and her lower lids fell a little away 
from the eyeballs, causing epiphora, 
There were no symptoms pointing to 
any involvement of the nervous 
tem, and the case appeared to be one 
of purely muscular atrophy. 

Fuchs in 1890 reported five cases in 
which bilateral ptosis was the only 
symptom of disease. In two of them, 
aged 30, and 60 respectively, the ptosis 
appeared early in life, was hereditary, 
and in course of time became complete. 
The other three, aged 40, 60, and 56 
vears respectively, developed ptosis late 
in life; slowly increased and became 
almost complete. There was no his- 
tory of syphilis in these cases, and no 
evidence of brain disease. The upper 
eyelids were thinned to such an ex- 
tent that the anterior parts of the eye- 
ball showed plainly thru them. There 
was also shrinking of the orbital fat 
in the immediate vicinity of the levator, 
as shown by falling in of the lid be- 
low the orbital rim. Fuchs removed 
and examined a small portion of the 
muscle in one of his cases and found 
the fibers much thinner than those 
from a healthy muscle; the nuclei were 
considerably increased in number, and 
there was marked pigmentary degen- 
eration inside the sarcolemma, but no 
fatty degeneration was found. In some 
parts the fibers themselves appeared 
normal in structure; the connective 
tissue between them being, however, 
increased in amount. Fuchs was of 
opinion that his cases were best ex- 
plained by a primary atrophy confined 
to the levator palpebrae muscle, an af 
fection which up to that time had not 
been described. 

In 1909 I published 
what | took to be a 
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ptosis, unaccompanied by paralysis of 
any other muscles. Like all of Fuchs 
cases the patient was a female, and like 
some of his cases, there was a slight 
amount of ptosis dating either from 
birth or from early infancy. That the 
ptosis had steadily increased was well 
shown by the examination of a series 
of photographs she had had taken at 
different ages. At the time she came 
under my observation she was 69 years 
old. 

W. M. Beaumont published the ac- 
count of a family in which several 
members of four different generations 
suffered from ophthalmoplegia externa. 
The disease was never congenital, but 
always appeared in adult life; it was 
slowly progressive and never appears 
to have had a fatal determination. 

McMullen and Hine mention that 
Wilbrand and Saenger grouped as a 
clinical entity certain cases of external 
ophthalmoplegia which, in their opin- 
ion, had definite characteristics. There 
is a gradual onset, generally in infancy 
or early childhood, more rarely in later 
life, of a bilateral progressive paralysis 
of the external eye muscles, not as- 
sociated with other signs of disorder of 
the nervous system, or with fever. 
The disease may come to a standstill 
permanently, or for long periods, at 
any stage of its development, but gen- 
erally ends in complete, or nearly 
complete, external ophthalmoplegia. 
The following case, evidently belong- 
ing to the same class, has_ recently 
come under my observation: 

Frederick R., aged 43, stated that his 
eyelids began to droop 28 years pre- 
viously, and that shortly afterward he 
was operated on for it by Mr. Lawford. 
His condition was improved but the 
drooping had persisted. He came to 
me on account of some conjunctivitis 
in one of his eyes, and I then dis- 
covered that in addition to bilateral 
ptosis of a very marked degree, he also 
had ophthalmoplegia externa. He had 
only very slight power of movement of 
either eye laterally or vertically, and 
practically no rotatory movement. His 
pupils were equal and active, and he 
had no more defect of accommodation 
than such as might be expected in a 


man of his age with a slight degree of 
hyperopia. His occupation was a car- 
man, he had never experienced any dip- 
lopia, or found any difficulty in driv- 
ing about the crowded streets of Lon- 
don. 

Most writers on these hereditary 
ocular palsies, and on the cases pre- 
senting similar symptoms which arise 
sporadically, regard them as due to 
lesions in the nuclei of the nerves sup- 
plying the affected muscles. It is, 
however, possible that the primary 
condition may be a degeneration of the 
muscle fibers, and that the nerves sup- 
plying them may be unaffected. Which- 
ever be the true explanation, seeing 
that the affection is in some instances 
an hereditary one, and that it is not 
due to syphilis, it may appropriately 
be regarded as of an abiotic nature: 
either an abiotrophy of the cells of the 
nerve nuclei, or an abiotrophy of the 
muscle fibers. 

RETINITIS PIGMENTOSA. 

Retinitis pigmentosa, should really 
be regarded as a primary degeneration, 
or abiotrophy, of the neuroepithelium 
of the retina. It will be here only 
necessary to summarize the evidence 
set out in a previous paper. 

Nettleship described the disease as 
“the result of a tissue liability present, 
tho seldom manifest, at birth, and 
known to be so often hereditary that 
we may be sure it is so also in many 
cases where the proof is wanting.” 
Wagenmann showed, by division of one 
of the posterior ciliary arteries in ani- 
mal eyes, that the nutrition of the outer 
layers of the retina depends on the 
choroidal circulation. In the area sup- 
plied by the divided vessel, both choroid 
and retina atrophied, the latter becom- 
ing adherent to the former and also 
pigmented. 

Frequently after sclerosis of the 
choroidal vessels, due either to syphilis 
or senility, pigmentation of the retina 
is observed. From this, and from Wagen- 
mann’s experiments, it had been in- 
ferred that the pigmentation of the 
retina in retinitis pigmentosa is also 
due to sclerosis of the choroidal ves- 
sels. Pathologic examinations of eyes 


| 
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in cases of retinitis pigmentosa, at dif- 
ferent stages of the disease, and made 
by different observers, have shown it 
may occur without any such thicken- 
ing of the choroidal vessels being 
present. ; 

The evidence afforded by pathologic 
investigations seems conclusively to 
show, that retinitis pigmentosa may 
arise and exist for many years unac- 
companied by any thickening of the 
choroidal vessels. Further, that the 
disease starts in the retinal neuroepi- 
thelium, which, having attained its full 
normal development, degenerates. As 
it is an hereditary condition, this 
tendency to degenerate must be due to 
some inherent weakness in the affected 
cells. 

Atrophy of the percipient elements 
in a sensory organ is necessarily fol- 
lowed by atrophy of the nervous ele- 
ments in connection with them, and a 
decrease in the vascular supply to the 
part. So in the retina in retinitis pig- 
mentosa, following on the atrophy of 
the rods and cones, there is atrophy of 
the ganglion cells and other nervous 
elements in the retina, together with a 
dwindling of the smaller blood ves- 
sels of both the retinal and choroidal 
circulations. 

As often happens, when the highly 
specialized elements of a structure de- 
generate, the less highly organized 
supporting framework of the tissue 
tends to increase. It will be well for 
me to quote here what Gowers wrote 
of the matter in connection with 
neuronic abiotrophy of the central 
nervous system, because it applies so 
well to the retina in retinitis pigmen- 
tosa. He says: “Whenever the nerve 
elements waste, there is always an 
overgrowth of the interstitial neuroglia, 
the connecting and supporting tissue 
which lies between them. This over- 
growth may be, indeed, on first in- 
spection, the most conspicuous ele- 
ment, and its aspect has led the proc- 
ess to be termed ‘sclerosis.’ I say 
‘its aspect’ because there is generally 
no increase of consistence in the part 
so changed. This is generally di- 
minished ; the interstitial tissue, which 
looks so fibrous and firm under the 
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microscope, is really softer than the 
nerve elements that have perished. 

“The two elements, the neural and 
the neuroglial, seem to have a common 
but inverse vitality; it is in conse- 
quence of this that the interstitial tis- 
sue overgrows when the nerve ele- 
ments decay. The overgrowth seems 
to coincide with the very commence- 
ment of the decay, and may be at first 
the most conspicuous.” 

The first symptom a patient com- 
plains of in retinitis pigmentosa is 
night blindness ; this precedes the ap- 
pearance of any pigmentation. As 
Nettleship pointed out the term “ret- 
itis pigmentosa sine pigmento us- 
ually signifies nothing more than the 
initial stage of the ordinary disease.” 
The part of the retina first involved is 
the perimacular zone; a ring scotoma 
is found to precede any contraction of 
the periphery of the field. Pigmenta- 
tion of the retina when it makes its 
appearance is also first seen in an in- 
termediate zone between the macula 
and the periphery. It is not until the 
later stages of the affection that the 
retinal blood vessels become narrowed, 
and the optic disc acquires its charac- 
teristic waxy appearance. 

In the dark adapted eye, the part of 
the retina which is most sensitive to 
light is that surrounding the macula. 
Experiments have shown that its 
sensibility increases centrifugally with 
each degree, until 10° to 20° from the 
fovea where the maximum is reached. 
On the other side of this maximum, the 
sensibility decreases toward the peri- 
phery in approximately concentric 
circles. Degeneration of the percipient 
elements of the retina, in the part most 
acutely sensitive to light, accounts 
therefore for the early occurrence of 
the night blindness. 

In a typical case of retinitis pigment- 
osa, the inner border of the ring scoto- 
ma corresponds as a rule to about the 
15° to 10° on perimeter charts. That 
is to say, the part of the retina in 
which failure of function commences 
is that in which its neuroepithelium 
first attains its full development. The 
macular area, together with the nerve 
fibers proceeding from it, is both 
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ontogenetically and phylogenetically of 
late development. 

Pigmentation of the retina is due to 
the migration of pigment epithelial 
cells into its substance. The reason 
why it is such a characteristic feature 
of the disease we term retinitis pig- 
mentosa is, that the disease commences 
in the rods and cones; the gaps left 
in the membrana limitans externa by 
their disappearance forms tracts thru 
which the pigment cells can make their 
way. We know that these pigment 
epithelial cells physiologically pos- 
sess the power of ameboid move- 
ment. stimulated by light 
they throw out filamentous proces- 
ses between the outer segments of 
the rods and cones, and on re- 
moval of the stimulus retract these 
processes into the body of the cell. 
They possess a capacity for positive 
phototactic movement which is only 
kept in check by their anatomic rela- 
tions; when these are altered by the 
atrophy of the rods and cones, to- 
gether with the nerve elements of the 
retina, so that only a network of neu- 
roglial tissue remains, then the pigment 
epithelial cells, attracted forward by 
the stimulus of light, are able to make 
their way into the innermost layers 
of the retina, where they accumulate 
in the lymph spaces around the blood 
vessels and give rise to the character- 
istic branching patches. 

The waxy appearance of the optic 
disc in retinitis pigmentosa, which is 
different from that met with in any 
other affection, is attributable to an 
overgrowth of its neuroglia. In rare 
cases hyalin bodies, sometimes in 
grape like clusters, are seen protruding 
from the surface of the disc. In 
microscopic appearance and in their 
reaction to chemical reagents, these 
hyalin bodies are found to resemble 
those so commonly met with on the 
inner surface of the elastic lamina of 
the choroid. These latter are due to 
some perverted activity of the pigment 
cells—i. e., cells which are derived 
from the outer layer of the secondary 
optic vesicle. Cells having a similar 
embryonic origin are found in connec- 
tion with supporting neuroglia of the 


optic nerve. It would seem probable, 
therefore, that in retinitis pigmentosa, 
where there is an overgrowth of neu- 
roglia in the optic nerve, the hyalin 
nodules met with on its surface are 
due to some perverted activity of the 
neuroglia cells. 


Retinitis pigmentosa is not infre- 
quently associated with other forms of 
hereditary degenerative conditions, the 
commonest of these being deafness and 
idiocy. Nettleship estimated that 33 
per cent of persons with retinitis pig- 
mentosa may be deaf, and at least 4 
per cent of deaf mutes may have 
retinitis pigmentosa. The deafness in 
these cases is always bilateral and is 
never recovered from. Even when ac- 
companied by dumbness, it may have 
been acquired, according to Politzer, 
as late as the age of seven years. The 
pathologic changes found in the laby- 
rinth of deaf mutes are comparable 
to those found in the retina in retinitis 
pigmentosa, and may be summarized 
as degeneration of the neuroepitheli- 
um, atrophy of the nerve fibers and a 
new formation of fibrous tissue. It is 
then highly probable, that, as in retini- 
tis pigmentosa the affection being pri- 
marily a degeneration of the neuro- 
epithelium, which is hereditary, it 
should be classed as an abiotrophy. 


SYMMETRIC FAMILIAL PIGMENTARY 
MACULAR DEGENERATION. ABIOTROPHY 
OF THE CONES AT THE MACULA. 


De Wecker, in 1868, divided cases of 
retinitis pigmentosa into two groups: 
one with comparatively rapid loss of cen- 
tral vision, frequently associated with 
mental defects; the other beginning 
with night blindness early in life, pro- 
gressing very slowly, the central vision 
remaining unaffected until late in the 
disease, with which mental failure 
is rare. Nettleship also described a 
typical case of retinitis pigmentosa 
with central changes. He pointed out 
that the pigmentation in them was in 
the form of scattered dots, instead of 
bone corpuscle shaped patches; and 
patients instead of being night blind 
preferred a dull light. 


Several cases have been recorded in 
recent vears of primary macular pig- 
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mentary degeneration, occurring in 
several members of the same family, 
often in association with cerebral de- 
generation, but sometimes without. 
These cases have been described under 
the following headings: “Family 
Cerebral Degeneration with Macular 
Changes” (Batten and Mayou) ; “Mac- 
ulocerebral Degeneration ( Familial)” 
(Oatman); “Progressive Familial 
Macular Degeneration”  (Darier). 
None of these titles are satisfactory. 
From the two first it would be inferred 
that the cerebral changes were an es- 
sential part of the disease, and from 
the third that the disease tended to 
progress to complete loss of sight. I 
and others have recorded cases which 
have manifested no mental symptoms, 
some of them having been kept under 
observation for several vears. The 
disease, when it commences at the 
macula, generally remains confined to 
that region and does not progress be- 
vond it. 

The reason that the pigment patches 
in retinitis pigmentosa assume a bone 
corpuscle shape is due to the pigment 
epithelial cells making their way into 
the lymphatic sheaths around the 
retinal blood vessels; as there are no 
blood vessels in the retina at the mac- 
ula, when the pigment epithelial cells 
migrate into the retinal tissue in that 
region, they do not form branching 
patches, but rounded dots. 

The histologic changes in an eye of 
a typical case with symmetric pig- 
mentary changes at the macula in each 
eve have been investigated by Mayou. 
He found that the sclera and choroid 
were practically normal, the patho- 
logic changes being confined to the 
retina. Briefly they consisted of a 
complete disappearance of the cones 
and the neural elements of the retina, 
together with some increase of the 
supporting neuroglia and light migra- 
tion of pigment epithelial cells into the 
outermost layers of the retina. Mayou 
inclined to the view that the primary 
change was in the ganglion cells of 
the retina, and that the disappearance 
of the cones and the migration of pig- 
ment was secondary. Coats wrote 
very shrewdly: 


“There is, I believe, 


no known instance of a ‘disease which 
first attacks the inner retinal neural 
elements and then the outer, altho in- 
stances of the opposite sequence of 
events might be cited; nor does de- 
struction of the inner layers from 
whatever cause produce any consecu- 
tive secondary change in the outer, 
however, long the duration of the les- 
ions, as is exemplified, for instance, 
in the case of obstruction of the central 
artery or primary optic atrophy, in 
which the rods and cones and outer 
nuclear layer remain permanently in- 
tact.” 

When the general nervous system is 
affected in connection with this pig- 
mentary degeneration, there is a pro- 
gressive dementia and paralysis end- 
ing in death. After some years of 
normal development, the mental de- 
generation sets in, accompanied some- 
times by epileptic fits, and before death 
the patients become noisy, dirty in 
habits, and develop a spastic condition 
of the limbs. In two cases examined 
postmortem by Dr. F. E. Batten, dif- 
fuse degenerative changes were visible 
microscopically, affecting the ganglion 
cells in the cerebrum, cerebellum and 
spinal cord. These changes, he says, 


were similar to those found in am- 
aurotic family idiocy. 
FAMILY AMAUROTIC IDIOCY. ABIOTROPHY 


OF THE GANGLION CELLS OF 
THE RETINA, 

A considerable amount of evidence 
has accumulated of recent years as 
to the pathologic changes met with 
in the nervous system and retina in 
cases of family amaurotic idiocy. 

All writers on the subject agree that 
there is no evidence of inflammatory 
changes in the affected parts, and that 
the disease is due to a primary change 
in the cells themselves. Gordon 
Holmes showed that this change was 
not due to an arrest of their develop- 
ment, or to any bacterial toxin. The 
essential histologic features of the dis- 
ease are: Progressive loss of the Nissl 
substance in all of the neurons of the 
body, and the increase of the neuroglia 
fibril substance to an abnormal degree. 

The cause of the opacity of the ret- 
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ina, seen around the macula, in these 
cases. was for some time a matter of 
uncertainty due to the difficulty in ob- 
taining specimens free from post- 
mortem changes, and suitably fixed. 
Within two hours of death changes in 
the retina set in, causing it to ‘swell, 
become rucked, and then present 
microscopically the appearance of 
edema, or of a hole in the fovea. This 
edematous change was the most strik- 
ing feature which I discovered in the 
first specimen of the sort which was 
examined microscopically, and I at- 
tributed the opacity seen ophthalmo- 
scopically to edema. Since then fresher 
material has been obtained, fixed in 
Zenker’s solution; sections of which 
have shown a complete absence of any 
edema, but well marked changes in the 
ganglion cell and nerve fiber layers. 
There can now be no doubt that it is 
the altered condition of the ganglion 
cells which give rise to’ the opacity. 
Where they are most numerous, 
around the macula, there the opacity 
is densest. The changes in the ganglion 
cells of the retina resemble those found 
in the ganglion cells of the nervous 


system elsewhere. At first they appear - 


somewhat swollen, then there is a 
gradual progressive loss of Nissl sub- 
stance, followed by the formation of 
vacuoles in the cytoplasm, and finally 
shrinkage or disappearance of the cell. 
As Coats pointed out, the long con- 
tinuance of the opacity of the retina 
around the macula may be correlated 
with the long time the degenerative 
change in the cells is going on before 
they finally disappear. 

Transverse sections of the optic 
nerve in advanced cases of amaurotic 
idiocy, show that the nerve fibers 
have nearly all disappeared, the few 
remaining fibers being fine ones and ir- 
regular with varicosities. 

There is some difference of opinion 
as to the appropriateness of the use of 
the term abiotrophy as descriptive of 
the changes met with in family amaur- 
otic idiocy. Sachs says he gladly ac- 
cepts it as indicating the nature of the 
changes met with. Gordon Holmes on 
the other hand writes: “The cell 
changes have not the characters of a 


simple atrophy; in fact they seem to 
be due to an excessive growth of the 
protoplasm which later undergoes de- 
generative changes.” 

There can be no doubt that the 
change in the ganglion cell is a form 
of hereditary ocular degeneration. The 
degeneration, as I already mentioned, 
is of a different character, and of slow- 
er progress than that which takes 
place when these cells are deprived 
suddenly of their nutrient supply by 
occlusion of the central retinal artery. 
lf, as Mott suggests, the degeneration 
is in part due to the failure in the in- 
herent specific trophic influence of the 
nucleus of a nerve cell, upon which the 
vitality of the whole neuron depends, 
the term abiotrophy is as appro- 
priate as any that has been invented 
under which to classify the affection. 
Even tho the first stage in the trophic 
disturbance presents the appearance of 
hypertrophy, the final stage in the 
process is invariably premature death 
and atrophy of the affected cell. 

HEREDITARY OPTIC ATROPHY, 

The occurence of what was termed 
“amaurosis” in several members of the 
same family was first described by 
Beer in 1817. Leber published his 
classical paper on hereditary optic 
atrophy in 1871. Many cases of the 
same description have since been re- 
corded and much has been written on 
the subject, but so far as I am aware, 
no pathologic examination has _ been 
made of these cases, and we are, there- 
fore, still ignorant as to the real nature 
of the disease. 

Gowers in 1904 described the affec- 
tion under the heading of “Optic Abio- 
trophy” and spoke of it as follows: 
“Since some cases were discerned by 
Leber, much attention has been given 
to the form of optic atrophy which oc- 
curs in families, sometimes thru more 
than one generation, soon after adult 
life is attained. Similar cases occur in 
sporadic -form, isolated, as do other 
family maladies. The facts suggest 
that the inherent vital energy of these 
structures is inadequate to maintain 
their nutrition much beyond full de- 
velopment, so that they gradually fail 
and degenerate. They fail from im- 


em is 
pig- 
pro- 
end- 
ol 
de- 


578 


perfect life, from abiosis, in what may 
be designated abiotic atrophy, or abio- 
trophy. The same atrophic failure is 
met with in other parts of the nervous 
system, as in Friedreich’s disease, and 
conspicuously in the muscles in the 
varieties of muscular dystrophy. 


“Tt is noteworthy that even vital 
failure is often associated with ex- 
traneous influences. Even in the cases 
in which the family disposition is most 
marked, the onset is often the immedi- 
ate sequel of some adventitious cause. 

In 1916, J. H. Fisher put forward a 
new hypothesis as to its causation. He 
wrote as follows: 

“It has occurred to me that if a dis- 
turbance of the pituitary body of tem- 
porary duration and moderate degree 
can be imagined, such a lesion might 
be adequate to explain the phenomena 
of Leber’s hereditary optic atrophy, in 
which case the inherited tendency 
would not lie in a special vulnerability 
of the macular fibers of the optic 
nerves, but in a liability of the pituitary 
body to such limited disorder as I sug- 
gest. A priori, it is to me much easier 
to imagine an inherited tendency to 
disorder of the hypophysis than a fami- 
ly tendency on the part of the papillo- 
macular fibers of the optic nerve to de- 
generative or inflammatory attacks.” 

So far no well recognized case of 
hereditary optic atrophy has been 
known to develop bitemporal hemian- 
opsia, and we do not know of any 
hereditary form of pituitary disease: 
whereas we are all well acquainted 
with bilateral degenerative conditions 
affecting the nervous system, such as 
Friedreich’s disease, due to atrophy of 
the motor neurons, a typical abio- 
trophy. It would seem well, therefore, 
to consider how Gowers’ theory of 
abiotrophy applied to Leber’s optic 
atrophy might account for changes in 
the vicinity of the sella turcica, such as 
are revealed by X-ray examination. 
Gowers, as quoted above, speaks of 
overgrowth of neuroglia in the optic 
nerve in Leber’s disease; this is not the 
result of direct observation, as: the 
optic nerves in this affection have not 
yet been examined pathologically. He 
must have inferred the presence of 
such overgrowth in the nervous sys- 
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tem in other forms of abiotrophy. 
There is, however, ophthalmoscopic 
evidence which affords support to the 
view, that associated with atrophy of 
the nerve elements in this disease, 
there takes place an excessive forma- 
tion of neuroglia. After the disease 
has been in existence for some time, 
pallor of the outer half of the disc 
commences, and spreads over its whole 
surface. Leber himself described this 
pallor as due to increase of connective 
tissue elements of the nerve. If then 
there is an overgrowth of neuroglia 
at the head of the nerve in this disease, 
we may be sure that there is also a 
similar overgrowth along the track of 
the papillomacular fibers elsewhere. 
The greatest thickening of the neurog- 
lia would be expected to occur where 
the affected fibers in the two nerves 
come together, as at the chiasma. A 
thickening of the chiasma, due to over- 
growth of neuroglia might press down 
the pituitary body, just as an enlarge- 
ment of the latter may press up the 
chiasm. A thickening of the chiasm 
might also, in a skiagram of the sella 
turcica give rise to the appearance of 
a root like covering to it, or of a bean 
shaped body overlying it. 

All these speculations as to the real 
nature of hereditary optic atrophy 
might be cleared up by the pathologic 
examination of a typical case. The 
best way to make known the urgent 
need of pathologic evidence of this 
description is, I think, to proclaim it 
to the members of a large congress, 
such as this. 


DOYNE’S FAMILY CHOROIDITIS, ABIO- 
TROPHY OF RETINAL PIGMENT EPI- 
THELIUM. 


R. W. Doyne described a form of 
family choroiditis in 1899 and 1910. In 
his last communication concerning it, 
he summarizes the condition as fol- 
lows: “It first appears in early adult 
life, but much more commonly later. 
It may affect either the disc neighbor- 
hood, or the macula neighborhood, or 
the disc-macula area. It consists of 
circular patches of exudation; these in- 
crease during middle age, and at least 
set up some irritation and pigmentary 
disturbance, for tho pigment is not 
always present, in some cases there is 
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a good deal to be seen. During this 
stage the sight, tho affected, is not 
so grossly interfered with. In old age 
the condition passes into atrophy, with 
a corresponding degree of failure of 
sight.” 

He had met with the condition in 
two families, affecting several members 
in each, in the same and in different 
generations. A similar condition, in 
the members of another family, a 
mother and two daughters, was de- 
scribed by Major Mould in 1910. 

At the conclusion of his communica- 
tion in 1910, Doyne wrote: “I am 
keeping my attention carefully on some 
of the older cases, and I hope, if I live 
long enough, to be able to bring before 
the society some microscopic  sec- 
tions.” Doyne’s health failed him in 
1913, so that he had to retire from 
practice, but that year one of the 
elderly patients with this affection, 
whom he had been keepimg under ob- 
servation died, and he obtained the 
backs of his eyes, which he handed 
over to me for pathologic examination. 
In making the examination, I had no 
preconceived notion or theory as to 
what the condition was, and wrote the 
following description of the histologic 
appearances which the specimen pre- 
sented. Mr. Doyne showed the speci- 
men at the Oxford Ophthalmological 
Congress in 1913, and the description 
of it was published in that year, and 
to this description of the appearance 
of the sections I, in 1913, added the 
following remarks: “The hyalin sub- 
stance in these sections presents the 
same histologic appearances and stain- 
ing reactions, as the nodules of hyalin 
commonly met with in a similar sit- 
uation in many degenerative conditions 
of the choroid. Such nodules are often 
termed “Drusen.” The hyalin contin- 
uous substance in this specimen is 
peculiar in forming such a layer. In 
other conditions it is usually in the 
form of isolated nodules. The ophthal- 
moscopic changes, known as Tay’s 
choroiditis, are generally regarded as 
being due to such nodules. Many dif- 
ferent views have been put forward to 
account for the formation of these hya- 
lin nodules. They have the same 
characteristics as the elastic lamina of 


the choroid, and it seems probable that 
they are, like it, the product of the pig- 
ment epithelial cells. Some of the hya- 
lin tissues in this specimen looks very 
like a number of superimposed layers 
of the elastic lamina. Further it seems 
likely that the primary change was in 
the pigment epithelium, and that the 
changes in the choroid and retina 
around are secondary to the pressure 
caused by the formation of the hyalin 
substance.” 

From the above description of path- 
ologic appearances and remarks, it 
will be seen, that in this family affec- 
tion first described by Doyne we have 
to do with a primary degeneration of 
the cells derived from the outer layer 
of the secondary optic vesicle, and not 
the inflammatory affection of the 
choroid. The white appearance seen 
in the fundus ophthalmoscopically, is 
not due to an inflammatory exudation, 
but to the formation of hyalin sub- 
stance by the cells involved, which is 
on their part a degenerative process. 
A degeneration of this nature handed 
down from one generation to another, 
and affecting several members of the 
same family, may I suggest, be aptly 
included in the class of affections de- 
scribed by Gowers as abiotrophies. 

The affection is, I think, one more 
commonly met with than the scant at- 
tention it so far has received in oph- 
thalmic literature might lead one to 
suspect. The slow progress of the af- 
fection, and the absence of symptoms 
in its early stages, render its family 
nature likely to be overlooked. As 
pointed out by Gowers, tho abiotro- 
phies are usually hereditary conditions, 
sporadic cases of the same nature 
sometimes occur. So it is in this hya- 
lin degeneration of the pigment epi- 
thelium of the retina. This year I have 
seen two cases in which the condition 
was well marked, tho no history of 
failure of sight in other members of 
their families could be obtained. From 
what Doyne has said it is evident that 
the absence of a history of heredity 
is not sufficient evidence to exclude the 
presence of the disease, as it may be 
present in others of the same family, 
tho unsuspected for many years. 
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HEREDITARY DEGENERATION OF THE 


CORNEA. 

A bilateral affection of the cornea, 
starting usually about puberty, and 
manifesting itself by the formation of 
opaque nodules in the superficial layers, 
was first described by Groenouw in 
1898. His description of the appear- 
ance in his two cases remains substan- 
tially true for the many others which 
have since been recorded. He says: 
“The disease consists in the develop- 
ment of numerous small, rounded or 
irregularly discrete opacities in the 
otherwise clear cornea. The larger opaci- 
ties attain to a diameter of nearly 1/4 
mm., and between these lie much 
smaller, dustlike points; they, for the 
most part, are situated in the central 
region of the cornea, and rather avoid 
the marginal zone. The larger spots 
slightly raise the epithelium, and thus 
give a certain minute irregularity to 
the surface. The opacities appear by 
degrees, without any inflammatory re- 
action, and may remain for years un- 
changed.” 

The hereditary nature of the affec- 
tion does not seem at first to have been 
noted. In 1901 Marcus Gunn recorded 
4 cases in a family of ten. Spicer, in 
1904 described a family in which 3 
generations were affected. I give the 
pedigree of a family, some of the mem- 
bers of which I have had under my 
own observation, in which four genera- 
tions were affected. In none of the 
cases recorded has there been any evi- 
dence to show that the affection was 
of a syphilitic nature. Several ob- 
servers have described the histologic 
appearance of small pieces of the cor- 
nea, either scraped off the surface or 
trephined. Paderstein had the oppor- 
tunity of examining the whole eye in 
a case, it having been removed after 
death from a patient who died from 
suppurative meningitis following an 
injury to the head. 

The changes found are situated in 
the basal cells of the epithelium, be- 
tween the epithelium and Bowman’s 
membrane, in Bowman’s membrane 
itself, and in the superficial layers of 
the parenchymatous tissue of the cor- 
nea. Paderstein said that on first look- 
ing at the specimens one gets the im- 
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pression that the disease affects pri- 
marily Bowman’s membrane; closer in- 
spection, however, shows that the pri- 
mary seat of the disease is in the basal 
epithelium. He considers that thru 
a degenerative process, taking place in 
the epithelial cells, the nucleus is de- 
stroyed and the protoplasm changed 
into a hyaloid substance. This hyalin 
substance tends to accumulate on the 
surface of Bowman’s membrane. Fuchs 
in his most recent article on the sub- 
ject, states that “The main points are 
that in this affection two primary 
changes are present, i. e., the deposi- 
tion of a substance that is often in lay- 
ers immediately under the epithelium, 
and gives an acidophile reaction, and 
a second basophile, granular substance 
in the cornea proper.” He is inclined 
to think that the acidophile is a later 
product than the basophile substance, 
since the latter has been found in all 
the reported cases, while the former 
has not always been present. He de- 
scribes as accessory changes the altera- 
tion in the epithelium, the thinning de- 
struction of Bowman’s membrane and 
the separation, swelling or destruction 
of the corneal lamellae. Fuchs con- 
siders the affection to be of the nature 
of a dystrophy, and comparable to 
other similar processes found in old 
age, as the result of disturbance of gen- 
eral nutrition, or as a result of inter- 
ference with the internal secretion of 
certain glands as in myxedema. 

Besides the nodular opacities, above 
described, hereditary degeneration of 
the cornea may take on the appearance 
of a trellis work, or latticelike opacity, 
confined, as in the nodular variety, to 
the central part of the cornea and to 
its anterior layers. The hereditary 
nature of the affection was first pointed 
out by Haab, who met with it in a lad 
aged 16, and also in his maternal 
aunt and uncle. Dimmer recorded 
three cases in two brothers and a sis- 
ter. Freund described 15 cases in two 
families, 7 in one, and 8 in the other, 
in four generations. 

That the two forms of hereditary de- 
generation of the cornea, the nodular 
and the latticelike, are really not dif- 
ferent but are manifestations of the 
same affection, was demonstrated by 
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Doyne and Stephenson, who wrote as 
follows: “The two diseases then, agree 
in several particulars; as, for example, 
that they begin at about the period of 
puberty; that they are accompanied 
by insignificant signs of inflammation ; 
that they are slowly progressive; that 
they probably represent not an inflam- 
matory, but a degenerative process. 
Then lastly, there is the fact that the 
sensitiveness of the cornea, particular- 
ly as regards the central region, may 
be impaired, and finally, that both con- 
ditions tend to run in families.” They 
record seven cases of bilateral central 
degeneration of the cornea in three gen- 
erations of a family; in some of these 
cases the disease belonged to the lat- 
ticelike and in others to the nodular 
variety. 

It will be seen, then, that these de- 
generative, bilateral diseases of the 
cornea belong to the same class of 
ocular affections as those already de- 
scribed in this paper; and correspond 
with those degenerations met with in 
other parts of the body, attributed by 
Gowers to a premature loss of vital 
force, or abiotrophy. The pathologic 
investigations which have been made, 
tho enabling us to classify the disease 
as a degeneration do not supply us 
with sufficiently definite evidence to 
determine in which structure of the 
cornea the degeneration primarily 
starts. Two points in the clinical his- 
tory of these affections suggest that 
possibly the nerves of the cornea might 
be the primary seat of the disease. 
Fuchs, in describing his nodular cases 
spoke of the superficial sensitiveness of 
the cornea being lessened. Jacqueau 
described a family in which eight 
cases of latticelike variety were met 
with, and in whom the sensibility of 
the cornea to touch was diminished. 

It would seem most probable that 
an opacity occurring in a number of 
different cases in the form of a mesh- 
work the lines composing which, by 
focal illumination, look like glass 
threads (Haab), or birch twig—like 
branches radiating from the periphery 
toward the centers (Freund), must 
have some anatomic basis. It is clear 
from the description of the cases, that 
these lines do not represent tracts left 
by blood vessels. In no stage of the 


disease does the cornea become vascu- 
larized, and its peripheral parts always 
remain clear and free from lines. Any 
tracts left by blood vessels would 
necessarily extend out to the margin 
of the cornea, to join the vessels from 
which they were originally derived. 
The only other anatomic structure we 
know of in the cornea presenting the 
appearance of branching lines is its 
nerve fibers. 

A comparison of the description of 
the corneal nerves with the distribu- 
tion of the opacities in the cases of 
hereditary: degeneration of the cornea 
suggests such similarity of arrange- 
ment. The nerve fibers form a plexus 
in the anterior layers of the substantia 
propria and a subepithelial plexus, and 
terminate in end organs situated among 
the epithelial cells. In hereditary de- 
generation, the pathologic changes are 
found in the same situation. The cen- 
tral part of the fundamental plexus, 
and of the subepithelial plexus, which 
latter is constituted of fibers derived 
from the former, take their origin from 
different nerve trunks to those frem 
which the peripheral parts of these 
plexuses proceed. Hereditary degen- 
eration of the cornea is confined to the 
central part and there also anesthesia 
is noted to have been most marked, i. 
e., in a region which receives its nerve 
supply from one set of nerves. The 
fundamental plexus is composed of a 
network of fibers crossing and inter- 
secting one another, similar in appear- 
ance to the arrangement of the lines 
of opacity met with in the _latticelike 
type of hereditary degeneration of the 
cornea. 

In hereditary degeneration of nerv- 
ous structures in other parts of the 
body, associated with the atrophy of 
the nervous tissue, there are always 
changes in the surrounding support- 
porting fibrous tissue. If then, as I 
suggest, this hereditary degeneration 
of the cornea is a primary dystrophy 
of its nerve fibers and nerve end or- 
gans, then we should expect to meet 
with thickening of the neuroglia tissue 
surrounding the nerves, some _hyalin 
degeneration in it, and a formation of 
spaces filled with coagulum represent- 
ing those previously filled by the nerve 
tissue. These changes resemble those 
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which have been described as met with 
in cases of nodular degeneration of the 
cornea. It is possible that the differ- 
ent appearances in the arrangement of 
the opacity, which has been met with 
clinically in these diseases, may be ac- 
counted for by a difference in the part 
of thé nervous system of the cornea 
which is primarily attacked. For in- 
stance, if it started in the fundamental 
plexus in the substantia propria, we 
should expect the opacity in the first 
instance to be of the latticelike varie- 
ty, whereas, if it started in the end 
organs in the epithelium, we should ex- 
pect it to start in the form of opaque 
dots or nodules. 

For any final decision as to the pri- 
mary seat of this disease further re- 
search is necessary. I would suggest 
that the employment of Dogiel’s 
method of methylen blue staining to 
a fragment of an affected cornea, re- 
moved either by scraping or by tre- 
phining, might be of considerable as- 
sistance in clearing up the problem. 

TREATMENT OF ABIOTROPHIES. 

In dealing with the treatment of 
these various forms of hereditary 
ocular degeneration, it is first well to 
point out that a medical man is called 
upon to certify that life is extinct, as 
well as to prescribe remedies for vari- 
ous ailments. Every medical student 
has to learn the signs of death in an 
individual, so it is well for an oph- 
thalmic surgeon to learn to recognize 
the signs of death in a tissue of that 
organ of the body with which he 
specially deals. 

The recognition that these maladies 
are due to premature death of the tis- 
sues involved, does not offer much 
hope for their alleviation by thera- 
peutic measures. It may, however, 
save us from trying to revivify dead 
matter by iodid of potassium, vapor 
baths, or other measures of that de- 
scription, which only raise _ illusive 
hopes in our patients, cause needless 
expenditure of money on their part, 
and are doomed to failure. 

Bichat defined life as “the sum of 
the forces which resist death,” and 
tho, like all other definitions of life 
which have been attempted, it leaves 
something to be desired, it is useful 
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in connection with the subject now 


under discussion. One of the forces 
which resist death is inherent, and 
varies in its duration and degree. Tho 


at some future time it may be ac- 
counted for by physicochemical 
changes, at present we know too little 
concerning it to attempt to control it. 
Other forces which resist death are 
connected with the environment of the 
organism or of its tissues. It is es- 
sential that it should have an adequate 
and suitable supply of nutrient mate- 
rial. If the vital force in a tissue is 
inherently weak, the adequate supply 
of suitable material may delay its 
final extinction; which, on the other 
hand might be accelerated by the pres- 
ence of toxic substances in the fluids 
in which the tissue is bathed. In these 
hereditary degenerations, to delay the 
failure of vital force by maintenance 
of nutrition, and to remove any source 
of toxemia, is all we can hope to effect 
by medicinal measures. In some of 
the affections dealt with, operative 
procedures may alleviate some of the 
inconvenience caused by them. Thus 
abiotic cataracts can be removed and 
the sight restored. In bilateral ptosis, 
the removal of a strip of the tarsal 
plate will do away with much of the 
discomfort which drooping of the eye- 
lid gives rise to. In cases of retinitis 
pigmentosa trephining operations, by 
producing a state of hypotony, have 
caused dilatation of the retinal vessels, 
and tended to delay the atrophic proc- 
ess. In some cases of nodular opacity 
of the cornea, its anterior layers have 
been scraped away or excised by a 
trephine, with some slight improve- 
ment of sight. 


COLORADO CONGRESS. 
The Eighth Colorado Congress of 
Ophthalmology and Oto- Laryngology 
will be held in Denver, July 28th and 
29th, 1922. Titles of papers offered 
and requests for copies of the program 
of the Congress should be sent to the 
secretaries. All members of the medi- 
cal profession interested in these 
special branches are invited to attend 
and take part in the meeting. 
James M. Sutetps, Ophthalmology, 
M. D. Brown, Oto-Laryngology, 
Secretaries. 
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SPECIAL ANNOUNCEMENTS 


GRADUATE STUDY IN OPHTHALMOLOGY AT VIENNA. 


The special course here outlined was 
arranged at the suggestion of Prof. 
Ernst Fuchs, who during his present 
visit has come into close touch with the 
plans for graduate instruction in oph- 
thalmology that have recently been de- 
veloped in the United States. It will 
be of particular interest at this time 
because it offers a combination of the 
enormous clinical advantages of Vien- 
na with intensive systematic instruc- 
tion by some of the best teachers of 
ophthalmology in the world. 

The present financial disorders, and 
particularly the high exchange value of 
the British pound sterling and the 
American dollar, make it possible for 
students from English speaking coun- 
tries to secure the services of the best 
teachers in Vienna to an extent hither- 
to unknown. The opportunity is one 
that cannot be expected to continue 
indefinitely. For the progress of oph- 
thalmology thruout the world, it is 
to be hoped that the limited class, that 
can be formed to take this course, will 
be so speedily filled that similar courses 
will be available in future, both in 
Vienna and in other great medical cen- 
ters. J. 

SPECIAL COURSE. 


The undersigned beg to announce 
the establishment of a special course 
for postgraduate study in ophthalmol- 
ogy, to be given during eight weeks 
between October 2nd and November 
25th, 1922, at Eye Clinics I and II of 
the Allgemeines Krankenhaus, Vienna. 

Prof. Meller and Prof. Dimmer, 
chiefs of the clinics have consented to 
active participation. In addition Dr. 
Bachstez, and Dr. Lindner and Dr. 
Guist of the II Eye Clinic will give 
courses. Dr. Hirsch and Dr. Kummer 
will lecture on the hypophysis and on 
radium in relation to the eye. The en- 
tire material of both clinics will be at 
the disposal of the staff for the pur- 
poses of instruction and demonstration. 
The course has been so arranged, that 
in the two months period the field can 
be covered in quite a systematic and 
fairly comprehensive way. A weekly 
colloquium, attended by all members of 
the staff and class, will provide for an 
exchange of opinion and of discussion. 


The entire course will be in English. 
The fee will be $200.00. Application 
with certified check, or draft in dollars 
to the amount of $50.00, should be in 
the hands of Dr. Adalbert Fuchs, I 
Augenklinik, IX, Alserstrasse 4, Vien- 
na, by August 15th. The course will 
be given for a minimum of ten, and a 
maximum of fifteen members. As 
early application as possible is there- 
fore advisable. The detailed plan of 
the course follows: 


Hours 

Hofrat Dimmer—Photography of Fundus..... 2 
Prof. Meller—Operations 30 
Prof. Meller—General Diagnostics ........... 10 
Doz. Lauber—Physiology and Optics......... 20 
Doz. Lauber—Examinations (Red Free Light, 

Doz. Lindner—Refraction 20 
Doz. Lindner—Bacteriology 20 
Doz. Lindner—Retinoscopy 8 
Doz. Hirech—Hypophyais 2 
Doz. Kummer—Radium Therapy ............ 1 
20 
Doz. Bachstez—Neurology 8 
Doz. Bachstez—External Diseases............ 28 
Doz. Fuchs—Anatomy of the Orbit.......... Xs 
Doz. Fuchs—Normal Histology.............. 10 
Doz. Fuchs—Pathologic Histology ........... 30 


Doz. Fuchs—General Therapeutics and_ local 
Dr. Guist—Ophthalmoscopy ........... 40 


Doz. A. Fuchs and Doz. Linder—Colloquium, 
one evening each week. 


The daily arrangement of hours will 
be: 

Morning— 

9-10. Lindner, refraction and later 
bacteriology. Hirsch on the Hypophys- 
is. Dimmer, Photography, and Fuchs, 
Anesthetics. 

10-11. Lauber, Physiologic Optics, 
and later examinations with red free 
light and the slit lamp. 

11-12. Baschstez, External diseases 
of the eye, and later the Ocular mus- 
cles. 

12-1. Operations in both clinics. 

Afternoon— 

3-4. Guist, Ophthalmoscopy, and 
later Lindner, Retinoscopy. 

4-5. Fuchs, Anatomy of the Orbit, 
and later Normal Histology and Path- 
ologic Anatomy and Histology. 

5-6. Meller, Operations and later 
General Diagnosis, and Bachstez on 
Neurology. 

An hour on Radium will be given by 
Dr. Kummer November &th, between 
6 and 7; and on Thursday evening of 
each week the colloquium will be held 
under the leadership of Drs. Lindner 
and A. Fuchs. 
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RETINAL LIPEMIA. 


The thoracic duct pours its current 
of emulsified fat into the general blood 
stream after every meal. The appear- 
ance of the lymph vessels that collect 
this fluid from the intestines caused 
them to be called the “lacteals.” The 
general appearance of the blood vessels 
in some of the lower animals is visibly 
modified by the fat content of the 
blood. The proportion of fat in the 
normal blood has been studied by 
methods of chemical analysis. But be- 
tween these facts of physiology and 
the ophthalmoscopic examination of 
the appearances excess of blood fat 
may cause in the eye, there is a wide 
gap in our knowledge of lipemia. 

Its presence was first observed with 
the ophthalmoscope by Heyl, of Phila- 
delphia in 1879, who next year read a 
paper about it at the American Oph- 
thalmological Society. Since then it 
has figured from time to time in oph- 
thalmic literature; always as a symp- 
tom of diabetes mellitus, until the 
paper by Wagener in this number, in 
which the second case suggests other 
possible pathologic relations. It is 
possible that Heyl’s first case had some 
pathologic condition not usually as- 


sociated with diabetes, for his paper 
speculates at length on the mechanism 
of the apparent widening of the veins, 
and the general features of his case 
are not well reported. 

The notices of lipemia in the text- 
books are still very scanty and defec- 
tive. They generally mention its bad 
prognostic significance, an opinion we 
may have to revise, when it comes to 
be more generally looked for and bet- 
ter understood. Greeff speaks of it as 
occurring in young diabetics shortly 
before the fatal termination. Such 
cases, marked by acidosis and diabetic 
coma, are those in which it has com- 
monly been looked for. But Wagener’s 
cases and the one reported by Hunter 
McGuire at the recent meeting of the 
American Ophthalmological Society 
bring out the fact that such patients 
may regain comparatively good health, 
and, from what we know of diabetes, 
presumably may remain in compara- 
tively good health for years. 

The suggestion, that lipemia may be 
transient, rather than rare, is worthy 
of particular attention. The condition 
should be borne in mind and looked for 
in patients who have shown evidences 
of disturbed metabolism. It certainly 
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has no such baleful significance as 
acidosis. The normal fat content of 
the blood varies from 1 to 2 per cent. 
The appearances recognized as indicat- 
ing lipemia have been noted when the 
proportion rose above 4 per cent; and 
have quickly disappeared when it 
dropped below that. In other words, 
the appearances then came within the 
limits of what we recognize as normal. 
May it not be that variations of the 
fundus color and the appearances of 
the retinal vessels, that we admit as 
normal, may to some extent be due to 
variations in the fat content of the 
blood? 

Widal, Weill and Leplat found in- 
creased fat in the blood in connection 
with the toxic retinitis of pregnancy. 
The extreme variations from the nor- 
mal that have heretofore been reported 
are illustrated by Koellner’s case in 
which were found 26 per cent of fat 
that could be extracted by ether and 2 
per cent of cholesterin. 

The ophthalmoscopic picture of 
lipemia, when fully developed, is a very 
striking one. The general color of the 
fundus is altered by the change in color 
of the choroidal blood supply, altho 
the thick visible vessels of the choroid 
do not show the changes noted in the 
retinal vessels. In the latter the larger 
trunks are abnormally pale and yellow- 
ish; and as the branches grow smaller 
they become salmon pink, cream color 
and even white. The arteries and 
veins are indistinguishable in color, the 
differences in hue from oxidation being 
entirely concealed in the milky emul- 
sion in which the red corpuscles are 
suspended. The widening of the veins 
seen in some cases is not present in 
others. This supports the idea that 
pathologic changes, apart from the in- 
crease of blood fat, enter into the eti- 
ology of these cases. 


E. J. 


THE PUPIL AND VISUAL 
ACUITY. 
The iris is spoken of as the diaphragm 
of the eye, its function being to ex- 
clude unfocused or imperfectly 


focused light; the opening in it—the 
pupil—as admitting, and by its size 


regulating the amount of light enter- 
ing the eye, to what is needed for the 
best vision. The relation of the pupil 
to the acuteness of vision is, however, 
more complex than is often supposed. 

The size of the pupil determines: 
(1) The amount of focused light 
entering the eye; or more exactly the 
amount of light that takes part in form- 
ing the retinal image, whether this is 
perfectly focused or not. (2) The size 
of the circles of diffusion formed on 
the retina in ametropia, or when the 
eye is not perfectly focused for the 
distance from which the light comes. 
For a given amount of ametropia the 
size of the circle of diffusion is direct- 
ly proportioned to the size of the pupil. 
(3) The pupil generally admits light 
only thru the part of the dioptric sur- 
faces of the eye capable of focusing it 
most perfectly and hence of affording 
the highest acuity of vision. 

The amount of light admitted to 
form the retinal image determines the 
absolute brightness of the image. The 
relative brightness of the retinal image 
depends on the proportion of this light 
entering the pupil, to the total of light 
reaching the retina in other ways. For 
it should be remembered that the light 
entering the pupil is ordinarily but a 
small part of the light reaching the 
retina. None of the tissues of the body 
is entirely impervious to light. The 
amount of light reaching the retina 
thru the lids, sclera and iris is always 
relatively large, and some comes even 
thru the bony walls and deep tissues 
of the orbit. 

(1) When, in comparative darkness 
very little light reaches the retina thru 
other channels, the enlargement of the 
pupil, increasing the proportion of 
light that takes part in forming the 
retinal image, is most effective in keep- 
ing up the visual acuity. Under these 
conditions the amount of light is far 
more important than its perfect focus- 
ing. So the pupil dilates to admit this 
light whether the eye is capable of 
focusing it perfectly or not. On the 
other hand there is a maximum in- 
tensity of the light impression for 
purposes of good vision. Increase of 
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damaged, so that it is less capable of 
high visual acuity. To guard against 
such excess the pupil contracts under 
the light stimulus. It is probable that 
the unfocused light reaching the retina 
thru the lids, sclera and iris, of the 
normal eye, is never intense enough to 
damage the retina, altho its large rela- 
tive amount may lessen the vividness 
of the impression made by focused 
light on which visual acuity depends. 

(2) The relation of the size of the 
pupil to the size of the circles of dif- 
fusion and the relation of the circles of 
diffusion to the distinctness of the 
image is generally understood. These 
relations may be studied by observing 
the image on the ground glass at the 
back of a camera; and the effect on 
this image of changing the position of 
the ground glass with reference to the 
focus of the lens and of changing the 
size of the aperture in the “iris 
diaphragm.” The effect of the “pin 
hole disk” on the vision in any case 
of high ametropia; and the method of 
thus making the distinction between 
lowered vision due to ametropia and 
that due to other causes, are matters 
of common knowledge among those 
who correct errors of refraction. Thor- 
ington suggested a scale by which an 
approximate estimate of the degree of 
ametropia could be made from the 
visual acuity obtained with the dilated 
pupil under cycloplegia. 

The optical difference between the 
central part of the pupil, what the 
writer has called the “visual zone,” and 
the periphery of the dilated pupil has 
not generally been recognized. Those 
who have watched the pupil in skia- 
scopy, and have thought about the dif- 
ferent movements of the light and 
shadow that were going on in different 
parts of the pupil, have come to under- 
stand this. Gullstrand before the 
Washington International Congress 
called attention to this in connection 
with “centric ophthalmoscopy” and 
“centric photography” of. the fundus 
(see A. J. O. for June, 492). Generally 
the visual zone of the pupil, the area 
of most perfect refraction, is about 4 
mm. in diameter and presents about 
the same state of refraction thruout its 


whole area. But sometimes the refrac- 
tion begins to alter almost as soon as 
the center of the pupil is departed 
from; and in these eyes such variations 
may affect the visual acuity, and the 
comfort of using the eyes with com- 
paratively small pupils, and slight 
variations in the pupillary diameter, 
such as occur under ordinary illumina- 
tion and use of the eyes. 

In a general way these relations of 
the pupil conditions to visual acuity 
are known. But there is a lack of ex- 
act observations of what occurs in con- 
crete cases; which would give more 
definiteness and practical significance 
to the part the pupil takes in modi- 
fying visual acuity. 


E. j. 


BOOK NOTICES. 


Transactions of the Luzerne County 
Medical Society, for 1920 and 
1921, Vol. 22, pages 320. 

This volume interests the ophthal- 
mologist because the editor is a well 
known colleague, Lewis H. Taylor, of 
Wilkes-Barre, Pa., who was Chairman 
of the Section of Ophthalmology of 
the American Medical Association in 
1905-06. The specialist in a small city 
is likely to have few professional as- 
sociates who are interested in his line 
of work, and may well overlook the 
opportunity that lies close at hand for 
taking up a service to his profession, 
that the busy family physician and the 
general surgeon are only too certain to 
neglect. Beside being Editor, Dr. 
Taylor is Chairman of the Library 
Committee of the Society; and under 
his care a medical library has de- 
veloped superior in completeness to 
that of any other city of the size of 
Wilkes-Barre (60,000) in the country. 

This volume contains 39 papers 
which rank well with those published 
from any county medical society in 
America, for scientific value and prac- 
tical interest. Those relating to oph- 
thalmology are noticed under ap- 
propriate headings in Current Litera- 
ture; one by Dr. Taylor on “Some Old 
Books and Their Owners” deals with 
some volumes that have recently been 
presented to the Society, and in a 
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notice of the “Elements of Surgery” 
by John Syng Dorsey, published in 
1813, he calls attention to a forgotten 
point in the history of ophthalmic sur- 
gery. 

Dr. Dorsey describes Baron Wenzel’s 
method of cataract extraction, im 
which no speculum was used and the 
capsule was opened by the point of the 
knife before completing the corneal 
section. Dr. Taylor points out that 
this operation has of late years been 
called “Trousseau’s method,” having 
been practiced by the brilliant Paris 
surgeon, A. Trousseau, who died in 
1910. 

The son of Baron Wenzel described 
the operation in his book “Traiteé de la 
Cataracte,” published in 1786. Two in- 
stances are noted in which this error 
in ophthalmic history has been re- 
peated by writers in the AMERICAN 
JOURNAL OF OPHTHALMOLOGY. (See vol. 
2, p. 854 and vol. 3, p. 824.). We glad- 
ly make this correction. It is to such 
quiet students of history as Dr. Taylor 
that ophthalmic surgeons, writers and 
editors, must look for the correction of 
mistakes of this kind, which often 
thru the glamour of novelty, give re- 
vived popularity to procedures already 
long discarded. 


E. J. 


CORRESPONDENCE. 
The St. Louis Meeting. 


To Our Readers: The Section on Oph- 
thalmology of the American Medical 
Association is the largest body of oph- 
thalmologists in the world that holds 
annual meetings. This year it was 
surpassed by the Washington Interna- 
tinal Congress; and may be again, by 
the gathering of ophthalmologists and 
oto-laryngologists at Minneapolis in 
September. However, there were 
about 318 who registered at the St. 
Louis meeting of this Section, and the 
scientific interest and activity of its 
sessions were quite up to the standard 
of former years. The rule allowing 
members of the A. M. A. to register in 
only one section, divided the registration 
of those interested in both of them be- 


tween this Section and that on Laryn- 
gology, Otology and Rhinology. But the 
plan of one section meeting in the morn- 
ing and the other in the afternoon gave a 
free opportunity to attend both. 

The place of meeting used by both of 
these sections was ideal. The Sheldon 
Memorial auditorium will seat 800 or 
1,000, its acoustics are excellent, it can 
be easily darkened to show illustra- 
tions on the screen, and an admirable 
luncheon was served in the building, 
between the morning and afternoon 
meetings. This last feature largely re- 
moved the inconvenience otherwise 
arising from the long distance between 
the principal hotels and the part of the 
city in which the auditoriums for the 
sections were secured. Adequate pro- 
vision for the meetings of the A. M. 
A. is not easily found in most cities. 
The total registration this year was 
5174. 

The installation of Dr. George E. 
de Schweinitz as President, and the 
delivery of his inaugural address, took 
place in the Odeon Theatre, before an 
audience which filled the building, 
while many could not get admission. 
His address, published in the JouRNAL 
of the A. M. A. for May 27th, disclaims 
any personal right to the honor con- 
ferred by his election, and speaks of it 
as recognition of the valuable work of 
the Ophthalmic Section, in which, 
however, he has for many years taken 
an active part. Dr. de Schweinitz and 
the outgoing President, Postmaster 
General Work, visited the various Sec- 
tions together and briefly addressed 
them. This was a pleasant innovation 
in the meeting of the Association—a 
formal recognition of the vital part the 
Sections play in these meetings. 

The relation of the Sections to the 
general plan of the A. M. A. was forced 
on the attention of the St. Louis meet- 
ing, by the proposal in the House of 
Delegates to do away with representa- 
tion of the Sections in that body. No 
action of the kind was taken this year, 
but amendments were introduced to be 
acted on next year, and were apparent- 
ly regarded with favor by the majority 
of delegates from two of the largest 
state medical societies. The proposi- 
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tion was reported to the Section on 
Ophthalmology at its first session, and 
after discussion was opposed by the 
overwhelming majority. Even the 
few who spoke in favor of such a 
change failed to raise their voices and 
vote for it when the vote came. 

The Scientific Assembly, composed 
of the Sections, is the annual scientific 
meeting of the American Medical As- 
sociation. The House of Delegates is 
the governing body. If the annual 
meeting is to be controlled by a body 
in which it has no representation, but 
which represents forty odd state socie- 
ties, controlled by local interests, often 
far removed from those of the A. M. A. 
meeting, it is easy to see that the Sec- 
tions will decline rapidly in interest 
and importance. As it is now, the Sec- 
tions have only 15 representatives in a 
body of 150. That such a minority has 
any chance for safeguarding the in- 
terests of the Sections depends mainly 
on the superior standing and influence 
of the individuals chosen to represent 
the Sections. 

At the business meeting of the Sec- 
tion on Friday morning, officers were 
chosen for the next year as follows: 
Chairman, John O. McReynolds, of 
Dallas, Texas; Vice Chairman, John 
Green, Jr., of St. Louis; Secretary, 
George S. Derby, of Boston; Member 
of the House of Delegates, Cassius D. 
Wescott, of Chicago. The Committee 
on Estimating Compensation for Eye 
Injuries submitted a majority report 
signed by Nelson ‘Miles Black and 
Harry S. Gradle, and a minority report 
by Albert C. Snell. The latter took 
issue with the former chiefly in claim- 
ing that the total disability should be 
regarded as the product obtained by 
multiplying together the different fac- 
tors; whereas the majority report re- 
garded it as the swum of disabilities en- 
tailed by loss of visual acuity, binocular 
vision and visual field. The proposition 
to add to the number of the committee 


and continue it another year was voted 
down and the majority report adopted. 
Both reports appeared in the presession 
volume, and will doubtless be published 
in the transactions. The next meeting 
of the Association will be held in San 
Francisco, after an interval of eight 
years, since the last meeting on the Pa- 
cific Coast was held there in 1915. 


E. J. 


BIOGRAPHIC NOTICE. 
T. H. Swastip, M.D. 


Dr. GrorGE ALEXANDER FLEMING, 
professor of ophthalmology and oto- 
laryngology at the Women’s Medical 
College, Baltimore, died suddenly on 
April 19, 1922. Dr. Fleming was born 
at Baltimore, March 4, 1860, son of the 
late Dr. John R. and Elizabeth R., 
Fleming. His medical degree was re- 
ceived at the University of Maryland 
Medical School in 1884. From 1885 to 
1900 he practiced general medicine in 
Baltimore. From 1900 until his death 
he practiced in the same city ophthal- 
mology and oto-laryngology. 

He was for a time demonstrator of 
ophthalmology at the University of 
Maryland School of Medicine, Balti- 
more, surgeon at the Presbyterian Eye, 
Ear, and Throat Charity Hospital, and 
professor of ophthalmology and oto- 
logy at the Women’s Medical college. 
He was a Fellow of the American Col- 
lege of Surgeons. 

Dr. Fleming, on Oct. 19, 1887, mar- 
ried Miss Bessie Shrives Keller. To 
the union were born three children— 
Margery, Catherine, and Elizabeth. 

The Doctor was of medium height, 
smooth-faced, ruddy complexioned, 
and with blue eyes and auburn hair. 
He was brisk and gay in manner, ready 
of speech and good at repartee. 

For several months Dr. Fleming had 
suffered from heart disease, yet his 
death, when it came, was unexpected. 
He is survived by his widow and 
daughters. 
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ABSTRACTS 


Cheval, V. and Coppez, H. Lesions 
of Optic Nerve Due to Changes in 
Sphenoid and Parasphenoid. Royal 
Soc. of Med. and Nat. Sci. July 4, 1921. 

There is a type of inflammation of 
the optic nerve to which the oculist as- 
signs a sinus origin, and for which the 
rhinologist cannot always find the en- 
donasal origin. This type is character- 
ized by an enlargement of the blind 
spot (Van der Hoeve’s symptoms) or 
paracentral scotoma. It is due to an 
axial inflammation in which the very 
delicate perimacular fibers of the optic 
nerve are the first to become involved. 
The cause is either an infection of the 
fibers of the optic nerve, or a strangu- 
lation of the nerve in its canal. The 
axial inflammation becomes strongly 
aggravated in a short time, resulting 
in loss of central vision. 

The frequency of these cases, the 
great fragility of the optic nerve and 
the certain danger of blindness have 
lead Coppez to resort to posterior 
labyrinthectomy, as an early procedure 
to liberate the optic nerve. The result 
has justified this procedure, and the 
authors report a case of restoration to 
normal, following pansinuectomy per- 
formed only on the basis of a_hyper- 
emia of the papilla. The operative 
risk, so slight in such intervention, can- 
not be compared with the danger of 
certain blindness which threatens 
these patients. 


M. D. 


Hirsch, O. Eye Symptoms in Tum- 
ors of Hypophysis. Zeit f. Augenh. 
1921, v. 45, p. 294. 

Hirsch reports on the eye symptoms 
observed in his 59 patients with tumors 
of the hypophysis operated on by him- 
self, in whom the operation verified the 
diagnosis. He discusses the topo- 
graphic anatomic relations between the 
hypophysis and the visual paths; and 
rectifies erroneous conceptions, which 
are still found in text-books. The 
chiasma lies about 1 cm. above the 
chiasmal sulcus, not in it. The space be- 
tween is occupied by the cisterna 
chiasmatis, and the hypophysis lies 
partly, sometimes entirely in front of, 
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not behind, the chiasm. The lesions 
of the visual paths are not caused by 
the pressure of the tumor upon, or by 
stretching of the chiasm; but in the 
first place by constriction of the chiasm 
by the vessels of the arterial circle of 
Willis, within which the chiasm is not 
situated, and against which the chiasm 
is pressed by the growing tumors from 
below. 

The tumors of the hypophysis with- 
out acromegaly chiefly create local 
pressure symptoms, viz., visual  dis- 
turbances and enlargement of the sella. 
Those with acromegaly generally grow 
towards the frontal sinus and seldom to- 
ward the base of the brain, and con- 
sequently much more rarely produce 
visual disorders. 

Central vision was impaired in 100%. 
Temporal hemianopsia was found in 
77%. It is one of the most constant 
and important symptoms, and bitem- 
poral hemianopsia is almost pathog- 
nomonic. Homonymous hemianopsia is 
due to lesions of the tract, showing 
that the tumor grew backwards towards 
the infundibulum. One sided nasal 
hemianopsia was observed in two 
cases, most likely as a precursor of 
homonymous hemianopsia, as only the 
noncrossed fibers of the optic tract 
were involved. If the compression 
reaches also the remaining portion of 
the tract, the homonymous hemian- 
opsia becomes manifest. Central scoto- 
ma occurred in 11% of the cases at the 
inception, and led to the wrong diag- 
nosis of retrobulbar neuritis and multi- 
ple sclerosis. Therefore Roentgen ex- 
aminations in such cases are urgently 
recommended. 

Primary atrophy of the optic nerve 
was observed in 89%, optic neuritis 0, 
postneuritic atrophy 4.4%, choked disc 
only 1%. According to Hirsch, optic 
neuritis and choked disc speak against 
the diagnosis of tumor of the hypo- 
physis. The occurrence of primary 
atrophy is, perhaps, due to the con- 
striction of the optic nerves by the 
tumor, creating a barrier against the 
entrance of cerebrospinal fluid into the 
optic sheaths. In general, large de- 
fects of the visual fields are associated 
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with corresponding ophthalmoscopic 
changes. White discs must not mislead 
to an absolutely bad prognosis, as 
Hirsch obtained by operation in such a 
case almost normal vision. 

Tumors of the hypophysis with acro- 
megaly produced in more than 50% no 
visual disturbances. But, if they oc- 
curred, they did not differ from those 
observed without acromegaly. Cases 
are reported in which the operation 
proved that the diagnosis was wrong, 
the supposed tumor being the ex- 
tended third ventricle in  hydro- 


cephalus. 


Rossi, V. Herpes Corneae with Ber- 
nard-Horner Syndrome. Arch. di. Ott. 
v. 27, 1920, p. 221-227. 

The patient, a boy of seven, was an 
emotional child showing a fine tremor 
of the hands when excited, flushing of 
the face and slight blepharospasm. He 
was hypersensitive to adrenalin, that 
is, it produced a rapid mydriasis to 
7.5 mm. in diameter. On the basis of 
such a constitution, the child devel- 
oped influenzal pneumonia, in the 
course of which he showed ocular 
symptoms as follows: 

The left eye showed a flushing of the 
skin of the lids, slight ptosis, bulbar 
congestion with punctiform opacities 
on the upper half of the cornea and 
decreased sensitivity of the cornea and 
myosis. The punctiform opacities 
developed into a typical herpes which 
covered the cornea. An ulcer devel- 
oped, apparently by secondary infec- 
tion, but healed very rapidly (three or 
four days). It was 80 days before the 
ocular condition cleared up. The 
ptosis persisted up to this time and 
enophthalmos developed, which com- 
pleted the picture of a Bernard-Horner 
syndrome. 

Cocain and atropin had little or no 
effect upon it, which seems to prove 
that it was a paralytic myosis and not 
simply due to ciliary spasm. Adrena- 
lin produced an irregular oval dilata- 
tion (Melzer’s reaction). The case is 
interesting, first because it is the first 
case of herpes corneae reported in in- 
fluenza; second on account of its asso- 
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ciation with signs of the sympathico. 
tonic type. Persons such as this, jp 
whom the sympathetic system js 
hypersensitive, are especially suscept- 
ible to sympathetic instability from jn. 
toxications and infections. In this case 
the bacterial toxins from influenza were 
probably responsible. 


S. R. G, 


Rossi. Vernal Catarrh and Consti- 
tutional Vagotonia. Arch. di. Ott, 
1921, v. 28, p. 37-48 and 85-88. 

This article forms an important con- 
tribution to the literature of vernal 
catarrh. The author studied nine typ- 
ical cases, with thoro physical exami- 
nations, and concludes that there is a 
certain constitutional type in which 
vernal catarrh occurs. ‘Tristaino had 
previously reported a large number of 
cases studied in the same way, and they 
showed disorders of the cardiovascular 
system, forming a syndrome considered 
by Angelucci as due to pathologic 
changes in the sympathetic system. 

The author’s cases showed similar 
cardiovascular changes and_ certain 
constitutional peculiarities, which he 
considers characteristic of the auto- 
nomotonic or vagotonic constitution. 
They showed flushing of the face, un- 
stable emotions and tachycardia. Di- 
lated hearts, gastrectasia and enter- 
optosis were often present. Adenoids, 
hyperidrosis, constipation and eczema 
were not uncommon. The skeletal 
changes observed were enlarged bones 
of the skull, face and epiphyses, which 
the author interprets as the result of 
overstimulation of the autonomic sys- 
tem, causing an increase in the calcium 
assimilation. The blood shows a 
marked increase in eosinophiles, which 
Eppinger and Hess proved to be a 
symptom of overstimulation of the 
vagus. These authors could even pro- 
duce eosinophilia by artificial stimula- 
tion of the vagus, and the same blood 
change is found in socalled vagotonic 
diseases, such as asthma, urticaria, etc. 

All of the author’s nine cases showed 
a large number of these characteristics. 
The author interprets this syndrome 
differently from Tristaino. He _ be- 
lieves it is due to hyperstimulation of 
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e vagus system, and this in turn 1s 
scsbally caused by a predominance of 
one or more of the glands of internal 
secretion. The thymus is suggested as 
possibly having an effect, but no at- 
tempt is made to —— which is 

10st important gland. 
S. R. G. 


Baldina, S. Iridochoroiditis of En- 
docrin Origin. Arch. di. Ottal, v. 28, 
1921, p. 244-260. 

The author reports the case of a man 
of 25, who was almost blind from pro- 
gressive iridochoroiditis in both eyes. 
Three and a half years before, iritis 
developed in both eyes with especially 
severe premonitory symptoms of head- 
ache. At that time, one Wassermann 
was positive, but the disease resisted 
treatment by mercury and potassium 
iodid and when it finally subsided, he 
was left with vision of hand movements 
in both eyes. Optical iridectomy was 
performed on the right eye with little 
effect. 

When first seen by the author, Was- 
sermann was negative and the eyes 
were quiet. A bilateral symmetric 
patch of complete loss of pigment was 
noted on the skin at the inner angle 
of both upper and lower lids. The 
cilia were white in this region and very 
fine. The patient stated that this con- 
dition developed a year after the iritis. 
The existence of this patch of vitiligo 
indicates an involvement of the sym- 
pathetic system, supplied by certain 
branches of the first and second divi- 
sions of the fifth nerve. Similar cases 
of vitiligo from lesions of the sympa- 
thetic, and especially of the sympa- 
thetic components of the fifth nerve, 
have been reported. The reported 
cases of iridochoroiditis associated 
heterochromia iridis, alopecia areata and 
other diseases of a sympathetic origin, 
are reviewed in their bearing on the 
present case. Cases of uveitis asso- 
ciated with vitiligo have been reported 
by Erdmann, Komoto and_ Gilbert. 
There seems no doubt that in this case, 
the association was more than a chance 
occurrence. The author concludes that 
in cases of uveitis, where none of the 
usual causes are found, it is important 


to search for evidences of endocrino- 
sympathetic instability. 
S. R. G. 


Behr, C. Pathologic Concomitant 
Motions of the Pupil. Part I. The 
abduction phenomenon. Part II. The 
concomitant motion of the pupil, with 
some muscles supplied by the 3d nerve. 
Klin. M. f. Augenh, 1921, v. 67, p. 369. 


In some cases of absolute, more rare- 
ly of reflex, immobility of the pupil, a 
concomitant movement of the pupil 
sphincters sets in with abduction. This 
is illustrated by the clinical histories 
of 6 cases. The contraction of the 
pupil as a rule occurs only in one eye, 
only if the impulse to abduction is ab- 
normally strong, and then a little later 
than the beginning of this impulse. 
The pupil dilates at once after the ces- 
sation of the impulse. In all cases the 
lid closure reaction was abnormally 
marked. In 2 cases the phenomenon 
was observed in peripheral paralysis of 
the abducens, which excludes the ex- 
planation of Adamiick by a peripheral 
anastomosis between the abducens and 
oculomotor nerve. 

The contraction sets in only in hori- 
zontal abduction, not with looking up- 
ward or downward and outward. If 
the globe is fixed midway between 
primary and extreme sideward posi- 
tion by forceps, the phenomenon can 
be elicited by forced innervation. Hence 
a peripheral irritation of the posterior 
ciliary nerves by rolling of the eye 
suggests a central transfer of the ab- 
duction excitation to the path of the 
sphincter. Probably the abduction im- 
pulse, arising from the posterior cen- 
ter of fixation, jumps from the con- 
necting path with the nucleus of the 
internus near the nucleus of the sphinc- 
ter, to the physiologic path of the lid 
closure reaction (orbicularis sphincter 
nucleus) and is thus conducted to the 
nucleus of the sphincter. 

The preservation of absolute immo- 
bility of the pupil renders it probable, 
that the lack of light and convergence 
reactions in such cases is due not to 
a focus in the nucleus of the sphinc- 
ter or its centrifugal path, but is ex- 
tranuclear, above the nucleus in the 
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afferent paths of the reactions to light 
and convergence, before this radiation 
into the nucleus of the sphincter. If 
under these conditions, the path of the 
lid closure reaction remain intact, this 
reaction may be preserved in spite of 
the lacking physiologically more pow- 
erful reactions to light and conver- 
gence. This extranuclear seat of the 
focus offers the possibility, that this ab- 
duction impulse, which is conducted to 
the homolateral nucleus of the internus 
thru the posterior longitudinal fascicle, 
jumps to the paths of the lid closure 
reflex. 

Pathologic concomitant movements of 
the pupil with muscles supplied by the 
oculomotor nerve differ from the ab- 
duction phenomenon, and are to be ex- 
plained differently. They occur in cen- 
tral and peripheral paralysis of the 
oculomotor nerve, the excitation in- 
terval is lacking and they do not re- 
quire forced innervation. Generally a 
partial or complete paralysis of the ex- 
terior muscles exists, and in all cases 
a complete or incomplete absolute im- 
mobility, or more rarely a reflex immo- 
bility, or ophthalmoplegia interna. They 
can be explained by the anatomically sup- 
ported assumption, that the regenerating 
nerve fibers land in wrong paths; and 
thus connect peripherally with hetero- 
geneous elements, in this case with the 
path of the sphincter. Four cases are 
reported. 


Brouwer, B. Visual Projection in 
Man. Netherlands Central Institute 
for Cerebral Investigation, Amsterdam. 
With illustrations. 


Brower has examined the brain in two 
cases, 

1. A case of double sided hemianop- 
sia, with persistent but diminished cen- 
tral vision. A bilateral focus was found 
in the occipital lobes. Symptoms of mind 
blindness were absent ; the visual memory 
and imagination were not damaged. On 
autopsy, in each hemisphere (occipital 
lobes), a focus was found which had 
damaged the calcarine region very little. 
On both sides; the posterior part of the 
occipital lobe was completely severed 
from the visual paths. In the cortex of 
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the right hemisphere, the primary change 
was situated in the gyrus fusiformis, in 
the inferior gyrus occipitalis and in the 
occipital part of the inferior gyrus tem- 
poralis. In the left hemisphere, the orig- 
inal change of the cortex was situated 
more toward the lateral side, in the sec- 
ond and third occipital, in the occipital 
part of the middle temporal and in the 
fusiform gyrus. On the right only a part 
of the dorsal saggital strata was intact: 
while on the left side a smaller part in 
the ventral portion of these pathways was 
present. In both corpora geniculata ex- 
terna important secondary degenerations 
existed, while a few smaller foci were 
scattered in the middle substance. 

2. The second brain also came from 
an old woman. She had shown left 
hemianopsia. On autopsy, a focus was 
found in the medioventral portion of the 
right occipital lobe. This had destroyed 
the entire calcarine zone, with the excep- 
tion of a small portion in the anterior 
part. The lobus lingualis and fusiformis 
were damaged primarily, and also the 
part of the inferior gyrus temporalis sit- 
uated near the occiput. An important 
lesion of the visual pathway was found 
in the maximal cellular loss in the corpus 
geniculatum exterum. In the left hemis- 
phere, a circumscribed focus in the dor- 
sal part of the strata sagittalia was found, 
which was accompanied by a circum- 
scribed loss of cells and fibers in the dor- 
sal half of the corpus geniculatum ex- 
terna. 

Brouwer discusses the most important 
questions of the doctrine of the cerebral 
visual system. From his cases and a 
study of the literature he concludes, that 
the primary visual pathway goes only 
toward the medial side of the occipital 
brain, and does not reach the lateral sur- 
face of the occipital lobe. It is probable 
that a sharp anatomic pathway exists in 
the cerebral visual system of man; which 
must go parallel with a sharp physio- 
logic tract, and therefore the fundamental 
theory of Henschen’s doctrine must be 
considered correct. But it seems im- 
probable that such a simple projection of 
the retina on the central nervous system 
is present, as this investigator has taught. 
Lenz’s idea of an insular macula in the 
occipital Jobe cannot be accepted. It is 
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a priori improbable that the localization 
of the central vision in the visual cortex 
should be in a small island. Study of the 
literature also demonstrates, that no case 
js known which forces such an accept- 
ance. The macular region seems rather 
to be a large portion of the occipital cor- 
tex, which must be situated within the 
area striata. 


E. E. B. 


Lenz, G. Autopsies of Bilateral Color 
Hemianopsias. Zeit. f. d. g. Neur. u. 
Psychiat., 1921, v. 71, pp. 135-186. 

The clinical histories of the cases 
were reported in 1912 to the Heidel- 
berg Congress. The autopsy of the 
first case showed the following: Right 
very extensive, left smaller degenera- 
tion in the gyrus fusiformis. The right 
occipital apex was intact for about 2 
cm., and then the degeneration ex- 
tended over onto the gyrus lingualis. 
Further forward, in the most posterior 
section of the anterior quarter of the 
calcarine, a portion of the optical cor- 
tex was missing in the lowest section 
of the gyrus lingualis. Elsewhere, the 
optical cortex was normal. 

But the medullary substance of the 
occipital lobe was very much altered. 
That of the gyrus fusiformis was com- 
pletely destroyed, while that of the 
gyrus lingualis only in its lower part. 
In the most anterior part of the visual 
area was another focus connected 
with the upper part of the optic radia- 
tions. The latter were sprinkled with 
atrophic spots. On the left side, the 
lower part of the cortex of the gyrus 
lingualis, and the upper part of the 
gyrus fusiformis were destroyed. The 
optic cortex was normal everywhere. 
The central medullary substance was 
especially affected posteriorly; the 
lower part of that of the gyrus lingua- 
lis was. destroyed. In addition to a 
defect in the lower inner part of the 
optic radiations, was an atrophic con- 
dition which was less pronounced than 
on the right side. 

Microscopically, the finding were the 
usual ones of softening of the brain. 
The cortex near the foci showed a dis- 
tinct atrophy of the lowest layer, the 
lamina fusiformis, and an atrophy of 


all layers in the region corresponding 
to the absolute scotoma of the fields. 
Thruout the entire cortex, especially in 
the external granular layer, there was 
a cellular infiltration. The external 
part of the upper pyramidal layer 
showed a rarefication. 

The second case showed purulent 
meningitis, left purulent tonsillitis, luet- 
ic aortitis, parenchymatous degenera- 
tion and beginning contraction of the 
kidneys. The external appearance of 
the brain was normal. Numerous foci 
of degeneration in the white matter, 
especially anteriorly, which affected 
both optic radiations, the lower part of 
the left more than the upper. Micro- 
scopically, there were numerous foci 
of degeneration, especially in the outer 
surface of the occipital cortex, and in 
places small cysts. Very small foci in 
the region of the calcarine cortex, with- 
out involvment of the white matter. 
Cellular infiltration of the cortex as in 
the first case. 

The author discusses the relation of 
the findings to the clinical symptoms. 
He denies the existence of a special 
color center, and regards the loss of 
color vision as due to a relative dis- 
turbance of the optic conduction. 


Angelucci, Light and Sentiment. 
Arch. di. Ott. August, 1920, vol. 27, 
p. 21. 

In quite a long article, the author 
traces the appearance of the symbolic 
use of different colors in patriotic liter- 
ature and art, and attempts to show the 
far reaching effects of the -different 
forms of light in the psychology of the 
races. As an instance of this, coun- 
tries with a clear sunny climate pro- 
duced an art in which an emphasis of 
form was noticeable; whereas in 
countries with a misty climate, there 
was a lack of this emphasis of form, 
and colors became prominent, as in the 
Venetian and Flemish schools. He 
describes the experiments which prove 
heliotropism of the retinal epithelium 
in the lower animals. This greater re- 
sponse for blue, less for yellow and 
least of all for red is found as the ani- 
mal scale is ascended. S.R.G 
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Personals and items. of interest should be sent to Dr. Melville Black, 424 Metropolitan 


Building, Denver, Colorado. They should be sent in by the 25th of the month. 


The follow- 


ing gentlemen have consented to supply the news from their respective sections: Dr. Eq. 


mond E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. 


A. Chap- 


man, Milwaukee; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orleans; Dr. Wm. 


F. Hardy, St. Louis; 


Angeles; Dr. W. H. Lowell, Boston; 


Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. Geo. H. Kress, Los 


Pacheco Luna, Guatemala City, Centra] 


America; Dr. Wm. R. Murray, Minneapolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. 


P. Small, Chicago; Dr. John E. 


Virden, New 


York City; Dr. McReynolds, 


John O. 


Dallas, Texas; Dr. Edward F. Parker, Charleston, S. C.; Dr. Joseph C. McCool, Portland, 
Oregon; Dr. Richard C. Smith, Superior, Wis.; Dr. J. W. Kimberlin, Kansas City, Mo. 


Dr. G. McD. Van Poole, Honolulu; Dr. E. 


B. Cayce, Nashville, Tenn.; Dr. Gaylord C. 


Hall, Louisville, Ky.; Dr. Edward D. LeCompte, Salt Lake City. 


DEATHS. 

Dr. George Alexander Fleming, of Balti- 
more, Maryland, age fifty-nine, died April 
18th, from heart disease. 

Dr. Chas. W. Tangeman, of Cincinnati, age 
sixty-five, died April 2nd. 

PERSONALS. 

Dr. F. A. Plum, formerly of Honolulu, 
has gone to Seattle, Washington, to locate. 

Dr. J. Gray Clegg, F.R.C.S., has been ap- 
pointed university lecturer in ophthalmology, 
Manchester, England. 

Dr. H. Alexander Brown has returned to 
his home in San Francisco after a delightful 
trip thru the Orient. 

Dr. H. R. Lesser has changed his address 
from 294 Central Park West, New York City, 
to 1708 Jefferson Avenue, Toledo, Ohio. 

Dr. John C. Dve, formerly of Statesville, 
North Carolina, now has charge of the Eye 
Department, Tripler General Hospital, Hono- 
lulu, T. H. 

Dr. Joseph A. Mullen, of Houston, Texas, 
has been reelected president of the Houston 
Ophthalmological and Oto-Laryngological So- 
ciety. 

Dr. Harry Vanderbilt Wiirdemann, Major 
Medical Officers’ Reserve Corps, of Seattle, 
Washington, was ordered into active army 
service in connection with the Citizens’ Mili- 
tary Training Camp, for fifteen days. 

Dr. L. Webster Fox, of Philadelphia, sails 
for England, July 8th, to read a paper before 
the Ophthalmic Section of the British Medical 
Association, holding their annual meeting in 
Glasgow. 

Dr. Guilford M. Duckworth, of Cuero, 
Texas, was given the degree of Doctor of 
Ophthalmology at the Commencement of the 
University of Colorado, June 12, 1922. The 
subject of his thesis was “Observations on 
Toxemic Ophthalmia.” 

Prof. Ernst Fuchs addressed a joint meet- 
ing of the Colorado Ophthalmological Society 
and the Denver County Medical Society upon 
“The Relations Between Tabes and the Eye.” 
In the evening he was entertained at dinner 
with about thirty of the ophthalmologists in 
attendance, June 13th. 

Dr. Casey Wood is now in England. He 
will, by appointment, act as American repre- 
sentative at the Third International Congress 
of the History of Medicine; to be held in 
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London, July 17-22, 1922. The General Sec- 
retary of the Congress is Dr. J. D. Rolleston, 
21 Alexandria Mansions, Kings Road, London, 

Professor Barraquer performed most skil- 
fully a series of cataract extractions, during 
his Philadelphia visit, at Wills, Jefferson and 
Polyclinic Hospitals. At the same institutions 
Colonel R. H. Elliot, of London, performed 
with his brilliant technic a series of corneal 
trephine operations for glaucoma. 

On the evening of May 8th, a dinner was 
given by twenty-five ophthalmologists, at the 
University Club, Chicago, in honor of Prof. 
Fuchs and Prof. Gallemaerts of the University 
of Brussels. Prof. Fuchs was giving a course 
of lectures in Chicago. Prof. Gallemaerts 
came as a delegate from Belgium to the In- 
ternational Congress of Ophthalmology in 
Washington, and was making a tour of most 
of the larger cities of this country before re- 
turning to his home. 

Sir Arthur Pearson, the blind philan- 
thropist, whose recent death has been mourned 
by the whole of England, is the subject of an 
interesting article in The Cornhill Magazine 
for February. Pearson, who was afflicted 
with blindness in the midst of a successful 
career, devoted the rest of his life to helping 
the blind less fortunate than himself. 

Dr. Thomas A. Woodruff has resumed the 
practice of ophthalmology in New London, 
Connecticut, with offices in the Plant Build- 
ing. Dr. Woodruff gave up practice in Janu- 
ary, 1921, in order to take over the manage- 
ment of the Lincoln Paper Mills Company at 
St. Catharines, Ontario, Canada. He resigned 
from this position the first of the year, and 
for the last three months has been traveling 
in the Mediterranean region. 

Professor Fuchs, of Vienna, gave a series 
of twenty lectures in Philadelphia, during the 
month of March, upon Ocular Pathology, 
under the auspices of the Ophthalmic Section 
of the College of Physicians, at the College 
Suilding, Twenty-second Street above Chest- 
nut. The arrangements were in charge of 
the Executive Committee of the Section, con- 
sisting of Dr. de Schweinitz, Dr. Hansell, and 
Dr. Ring. Professor Fuchs was extensively 
entertained during his stay in Philadelphia, 
and made a profound impression upon the 
large group of ophthalmologists of Philadel- 
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phia and vicinity, who gave themselves the 
rare privilege of hearing him. 


SOCIETIES. 


The Colorado Congress of Ophthalmology 
and Oto-Laryngology, will be held in Denver, 
Colorado, on July 28 and 29, 1922. 

The American Homeopathic Ophthalmo- 
logical, Otological, and Laryngological So- 
ciety is to hold its annual convention in 
Chicago in June. The sessions are to be 
held in the Drake Hotel. 

The name of the Portland Ophthalmological 
and Oto-Laryngological Society has_ been 
changed to the Oregon Academy of Ophthal- 
mology and Oto-Laryngology. Officers elect- 
ed for the coming year are: President, Dr. 
C. Gertrude French, The Dalles; and _ sec- 
retary-treasurer, Dr. Andrew J. Browning, 
Portland. 

A meeting of the Medical Society of the 
State of California was held at Yosemite Na- 
tional Park, May 15-16-17-18. Dr. Frank A. 
Burton, of San Diego, was chairman, and 
Dr. Harvard McNaught, of San Francisco, 
secretary of the eye, ear, nose and throat 
section. A very interesting and profitable 
program was carried out. 

The tenth annual meeting of the Nebraska 
Academy of Ophthalmology and Oto-Laryn- 
gology was held at the University Club, 
Omaha, April 24, 1922. Papers were read in 
the afternoon by Doctors I. W. Haughey, 
Aurora; H. F. Morrison, Lincoln; C. G. 
Baird, Beatrice; C. T. Uren, Omaha; A. G. 
Leuschen, Columbus. Following a dinner in 
the evening, Dr. Albert H. Andrews,Chicago, 
read a paper on “Lateral Sinus Complications 
of Acute Otitis Media.” The new officers for 
1922 are: President, Dr. L. B. Bushman, 
Omaha; vice-president, Dr. Harold Gifford, 
Omaha; secretary-treasurer, Dr. Clarence 
Rubendall, Omaha. 

At a called meeting held May 9, 1922, at 
the Library Building, in Brooklyn, N. Y., of 
the Medical Society of The County of Kings 
was organized The Brooklyn Ophthalmolog- 
ical Society. The officers elected were: Pres- 
ident, Dr. Joseph E. Golding; vice-president, 
Dr. Ralph I. Lloyd; secretary-treasurer, Dr. 
Willis M. Gardner. Dr. James W. Ingals and 
Dr. Henry M. Smith were elected to form 
with the officers an executive committee. 
Membership is limited to oculists resident on 
Long Island. Dues five dollars per year. 
Meetings bimonthly—October, December, 
February and April. An annual meeting and 
dinner was held in May, at which occurred 
election of officers. Those present were: 
Joseph M. Bruno, John N. Bailey, Joseph L. 
Behan, James A. Bilello, Louis L. Cohen, 
Nathan Cohen, George E. Deeley, Alfred A. 
de Yoanna, John N. Evans, George Freiman, 
Willis Morton Gardner, Joseph E. Golding, 
Samuel W. Green, Charles A. Hargitt, Edwin 
E. Higgins, James W. Ingals, Philip Katzan, 
Isaac D. Kruskal, Mary L. Lines, Ralph I. 
Lloyd, Frank E. Mallon, John H. Ohly, E. 
Clifford Place, Robert M. Rogers, William G. 
Reynolds, Herbert D. Schenck, Henry Mitchel 


Smith, William F. C. Steinbugler, Henry W. 
Waugh, Ethel M. Dobinsky-Zatz. 

The Philadelphia Hospitality Committee of 
the International Congress arranged a dinner 
of fifty-one covers on the evening of Thurs- 
day, May 4th, at the Rittenhouse Club, in 
honor of Mr. Treacher Collins, of London, 
official representative of the English govern- 
ment and of the Royal College of Surgeons 
of England, Professor Mackay, of Edin- 
burgh, representing the Royal College of 
Surgeons of Scotland, Professor Magitot, 
of Paris, and Dr. Gutierrez, of Cuba. Ap- 
propriate responses were made by the guests 
of honor and by Justice W. I. Schaffer of 
the Supreme Court of Pennsylvania, and by 
Dr. de Schweinitz and Dr. Ring. 

The Philadelphia Hospitality Committee of 
the International Congress of Ophthalmology 
arranged a dinner of fifty covers, at the Rit- 
tenhouse Club, on Wednesday evening, April 
19th, in honor of Colonel R. H. Elliot, of 
London; Dr. J. G. Clegg, of Manchester, Eng- 
land; Professor G. S. Rochat, official repre- 
sentative of the Netherlands and Professor 
of Ophthalomology in the University of 
Groningen, Holland; Professor Emile Galle- 
maerts, of the University of Brussels; Pro- 
fessor Allvar Gullstrand, of the University of 
Upsala, Sweden; Dr. Nordensen, of Stock- 
holm, Sweden; Professor Barraquer, of Bar- 
celona; Dr. Poyales, representative of the 
Spanish government; and Dr. J. O. McRey- 
nolds, of Dallas, Texas. The members of 
the committee, of which Dr. G. Oram Ring 
was chairman, included Dr. Howard F. Han- 
sell, Dr. S. Lewis Ziegler, Dr. Wm. Campbell 
Posey. Dr. W. M. Sweet, Dr. Luther C. 
Peter, Dr. Thomas B. Holloway, Dr. McCluney 
Radcliffe, and Dr. Charles R. Heed. All of 
the guests of honor made appreciative re- 
sponses. Dr. de Schweinitz represented Amer- 
ica in his welcome, and Dr. Ring acted as 
toastmaster. 

MISCELLANEOUS. 

The New York Association for the Blind 
will receive a bequest of $5,000 thru the 
will of Mrs. Susie D. Smith. 

Courses for home teachers of the blind and 
teachers of conservation of vision classes will 
be given at the Columbia University summer 
school session, July 10th to August 18th, un- 
der the supervision of Robert B. Erwin, of 
Cleveland. 

Prof. G. Cirincione, of the chair of eye 
disease at the University of Rome, and a 
local merchant have presented the authorities 
with 240,000 liras to found national and in- 
ternational scholarships in ophthalmology. 

The German Ophthalmological Society met 
at Jena in June. In addition to the usual busi- 
ness, the bestowal of the Graefe Medal was 
to be made. This medal is awarded once in 
ten years to the ophthalmologist, irrespective 
of country, who is regarded by members of 
the society as the greatest scientific benefactor 
to ophthalmologists. The previous recipients 
of the medal have been H. von Helmholtz, 
Theodor Leber, and E. Hering. 
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Current Literature 


These are the titles of papers bearing on ophthalmology received in the past month 


Later most of them will be noticed in Ophthalmic Literature. 
lish, some modified to indicate more clearly their subjects. 


_.- hey are given in Eng- 
They are grouped under 


appropriate heads, and in_each group arranged alphabetically, usually by the author’s 


name in heavy-face type. 


Pl.) colored plates. Abst. shows it is an abstract of the original article. 


The abbreviations mean: (IIl.) illustrated; (PI.) plates; (Col, 


(Bibl.) means 


bibliography and (Dis.) discussion published with a paper. Under repeated titles are given 


additional references to papers already noticed. 


To secure early mention, copies of pa- 


pers or reprints should be sent to 217 Imperial Building, Denver, Colorado. 


DIAGNOSIS. 

Cohen, M. Significance of pathologic changes 
in fundus. (8 ill. dis.) J. A. M. A., 1922, v. 
78, pp. 1694-1701. 

Dimmer, F. Difficulties in diagnosis of eye 
diseases. Wien. med. Woch., 1922, v. 72, 
p. 558. 

Gallemaerts, E., and Kleefeld, G. Micro- 
scopic study of fundus of living eye. (4 
ill.) Ann. d’Ocul., 1922, v. 159, pp. 264-274. 

Gradie, H. S. Gullstrand slit lamp. (8 ill.) 
Arch. of Ophth., 1922, v. 51, pp. 264-272. 

Wurtz, J. G. Value of laboratory in diseases 
of eye, ear, nose and throat. Jour. Ophth., 
Otol. and Laryng., May, 1922, pp. 169-180. 


THERAPEUTICS. 

Lambert, C. A. Metallic cataphoresis in 
eye, ear, nose and throat work. Eye, Ear, 
Nose and Throat Monthly, 1922, v. 1, p. 
163. 

Montier, F., and Guerin, A. Bulbar syn- 
drome with acute intoxication after injec- 
tions (intraorbital) of cocain. Presse Méd., 
April 19, 1922, p. 335. 


OPERATIONS. 


Elschnig, A. Cocain-alcohol injections into 
sphenopalatine ganglion. Klin. M. f. 
Augenh., 1922, v. 68, pp. 295-300. 


PHYSIOLOGIC OPTICS. 

Cantonnet. Examination of depth percep- 
tion at a distance. (dis.) Ann. d’Ocul., 
1922, v. 159, p. 320. 

Deyo, B. V. Monocular and binocular judg- 
ment of distance. (2 tables, 1 graph. bibl.) 
A. J. O., 1922, v. 5, p. 343. 

Erfie, H. Magnification, lens magnification 
and telescope magnification. Naturwiss., 
1921, v. 9, pp. 1033-1037. 


Frey, M. v. Socalled perception of empty 
space. Zeit. f. Biol., 1921, v. 73, pp. 263- 
266. 

Jackson, F. D. How to use ophthalmometric 
findings. Amer. Jour. Phys. Optics, 1922, 
v. 3, pp. 210-214. 

Joly, J. Quantum theory of vision. Amer. 
Jour. Phys. Optics, 1922, v. 3, pp. 130-149. 

Roelofs, C. O., and Bierens de Haan, L. In- 
fluence of illumination and contrast on 
visual acuity. (12 ill.) Graefe’s Arch. f. 
Ophth., 1922, v. 107, pp. 151-189. 

Schanz, F. Effects of light and ultraviolet 
radiations. (2 ill.) Graefe’s Arch. f. 
Ophth., 1922, v. 107, pp. 190-195. 

Tefft, L. E., and Stark, E. K. Speed of ac- 
commodation as practicable test for fliers. 
(5 tables.) A. J. O., 1922, v. 5, pp. 339-342. 


Repeated titles. Baldino, S. (O. ‘L., 1921, y. 
17, p. 540). A. J. O., 1922, v. 5, p. 408. 


REFRACTION AND ACCOMMODATION. 
Dufour, M. Precision in skiascopic methods, 


(1 ill.) Ann. d’Ocul., 1922, v. 159, pp. 285. 
298. 
Gleichen, A. Comparison of largon with 


punktal lenses. Zent.-Zeit. f. Opt. u. Mech., 
1921, v. 42, pp. 536-538. 


Hegner, C. A. Action of lenses in spectacles, 
Schweiz. med. Woch., 1922, v. 52, p. 302. 


Hinrichs, W. Largon lenses. Zent.-Zeit. f. 
Opt. u. Mech., 1921, v. 42, pp. 538-541. 

Hoffman, J. H. Essentials in diagnosis of 
headache due to eyestrain. Eye, Ear, 
Nose and Throat Monthly, 1922, v. 1, pp. 
156-157. 

Kirsche. Active skiascopy method. 
opt. Woch., 1921, v. 7, pp. 974-975. 

McMillan, L. Association of failure of ac- 
commodation with sore throat. Lancet, 
May 27, 1922, p. 1048. 

Murphy, F. G. Eye glasses versus spectacles. 
A. J. O., 1922, v. 5, pp. 360-361. 

Pinkham, C. |. Chromatic aberration in eye 
and lenses. Arch. of Optometry, 1922, v. 
1, pp. 84-86. 

Post, M. H. Increased hyperopia in diabetes. 
(dis.) A. J. O., 1922, v. 5, p. 393. 

Ryer, E. L. Applied dynamic retinoscopy. 
Arch. of Optometry, 1922, v. 1, pp. 98-102. 
Sheard, C. Comparative value of various 
methods and practices in skiametry. 
Amer. Jour. Phys. Optics, 1922, v. 3, pp. 

177-208. 
Shoemaker, J. E. Subnormal accommoda- 
tion. A. J. O., 1922, v. 5, p. 393. 
Skeffington, A. M. Use of ophthalmometer. 
Arch. of Optometry, 1922, v. 1, pp. 57-66. 


OCULAR MOVEMENTS. 

Ascher, K. W. Chemistry of human aqueous 
humor. (10 ill. bibl.) Graefe’s Arch. f. 
Ophth., 1922, v. 107, pp. 247-297. 

Buckley, J. H. Catgut suture in muscle 
tucking. Eye, Ear, Nose and Throat 
Monthly, 1922, v. 1, p. 164. 

Garrow, R. P. Miners’ nystagmus. 
May 6, 1922, p. 916. 

Jackson, F. D. Procedure in convergent 
squint. Arch. of Optometry, 1922, v. 1, 
pp. 92-97. 

Kleijn, A. de, and Storm van Leeuwen, W. 
Genesis of cold water nystagmus in rab- 
bits: (8 ill.) Graefe’s Arch. f. Ophth., 
1922, v. 107, pp. 109-122. 

Landolt, E. Angle alpha. 
1922, v. 5, pp. 355-357. 


Deut. 


Lancet, 


(1 ill.) A. J. O., 
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Liewellyn, T. L. Miners’ nystagmus. Lancet. 
April 29, 1922, p. 854. 
Marin Amat. Hysteric strabismus. (dis.) 
Espafia Oft., 1922, v. 7, pp. 51-53. ; 
Marlow, F. W. Persistent accommodative 
spasm due to latent hyperphoria. (1 ill.) 
Arch. of Ophth., 1922, v. 51, pp. 223-226. 
Metzger, |. D. Eye muscles, functional and 
pathological. Hahnemannian Monthly, 

1922, v. 57, pp. 354-356. 

Mufioz Urra, F. Embryonal development of 
oculomotor nucleus. (11 ill.) Graefe’s 
Arch. f. Ophth., 1922, v. 107, pp. 123-147. 

Nyary, L. Early recurrence appearing in 
isolated trochlear paralysis. Orvosi Het., 
1921, v. 65, p. 419. 

Ohm, J. Relations of eye and ear to ocular 
movements. (4 ill. bibl.) Graefe’s Arch. 
f. Ophth., 1922, v. 107, pp. 298-316. 

Pacheco, S. Convergent strabismus of mal- 
arial origin. Espafia Oft., 1922, v. 7, pp. 
47-50. 

Pekelsky, A. Paradoxic vestibular reaction. 
Rey. Neuro-Psychopath, 1921, v. 18, pp. 
193-197. 

Pinard, M., and Bethoux, L. Hereditary and 
familial ophthalmoplegia externa. Soc. 
Méd. des H6p., March, 1922. Abst. Gaz. des 
H6p., 1922, v. 95, p. 379. 

Prentice, C. F. Lateral adaptability of ex- 
trinsic ocular muscles in ametropia. (8 
ill.) Amer. Jour. Phys. Optics, 1922, v. 3, 
pp. 109-129. 

Robinson, S. H. Oculoprism treatment. (7 
ill.) Amer. Jour. Phys. Optics, 1922, v. 3, 
pp. 158-176. 

Safety lamps and miners’ nystagmus. Lancet, 
May 20, 1922, p. 1005. 

Sheard, C. Influence exerted on both eyes 
by single prism before one eye. Amer. 
Jour. Phys. Optics., 1922, v. 3, pp. 152-157. 

Weidler, W. B. Paralysis of third, fourth and 
sixth nerves. Arch. of Ophth., 1922, v. 51, 
p. 297. 

Repeated titles. Mironesco (A. J. O., 1922, 
v. 5, p. 247) International Med. and Surg. 
Survey, 1922, Feb., p. 101. Rasmussen, C. 
(A. J. O., 1922, v. 5, p. 331) A. J. O., 1922, 
v. 5, p. 408. 


THE CONJUNCTIVA. 

Chaillous, J., and Nida. Acute follicular 
conjunctivitis of habitués of swimming 
pool. (dis. p. 319) Ann. d’Ocul., 1922, v. 
159, pp. 274-281. 

Dor, L., and Fouassier. Ultimate effects of 
burns of conjunctiva with yperite. (3 
pl.) Clin. Opht., 1922, v. 26, pp. 183-191. 

Dutt, S. C. Treatment of purulent oph- 
thalmia. Calcutta Med. Jour., 1922, v. 16, 
p. 323. 

Jackson, E. Gonococcus ophthalmia of 
Egypt. A. J. O., 1922, v. 5, p. 400. 

McCaw, J. A. Gonorrheal ophthalmia in 
child of 2 years. A. J. O., 1922, v. 5, p. 371. 

Morax, V. Follicular conjunctivitis of swim- 
ming pool. Ann. d’Ocul., 1922, v. 159, pp. 
281-285. 


Pockley, G. A. Trachoma. (dis.) Proc. 
Ophth. Soc. New South Wales, Nov., 1921. 
Med. Jour. Australia, April 22, 1922, p. 447. 

Shoemaker, W. A. Pigmentation of con- 
junctiva of lids. A. J. O., 1922, v. 5, p. 395. 

Slavik, B. Amyloid and hyalin degeneration 
of conjunctiva. Gas. Lék. Gesk., 1921, v. 
60, pp. 841-843. 

Thacker Neville, W. S. Trachoma at Muk- 
den. China Med. Jour., 1921, v. 35, p. 128. 
A. J. O., 1922, v. 5, p. 408. 

Repeated titles. Bergmeister, R. (O. L., 1921, 
v. 17, p. 409) A. J. O., 1922, v. 5, p. 415. 
Pillat, A. (O. L., 1921, v 17, p. 410) A. J. O., 
1922, v. 5, p. 411. 

THE CORNEA AND SCLERA. 

Alexander, J. B. Fragilitas ossium with blue 
sclerotics in 4 generations. Brit. Med. 
Jour., April 29, 1922, p. 677. 

Ascher, K. W. Keratoplasty implantation of 
whole cornea. (1 ill.) Graefe’s Arch. f. 
Ophth., 1922, v. 107, pp. 241-246. 

Bane, W. C., and W. M. Episcleritis. (dis.) 
A. J. O., 1922, v. 5, p. 388. 

Dodd, R. C. Keratitis punctata superficialis. 
(dis.) Arch. of Ophth., 1922, v. 51, p. 294. 

Gallemaerts, E. Gummatous scleritis. Ann. 
d’Ocul., 1922, v. 159, pp. 302-304. 

Gilbert, W. J. Corneal ulcer following ap- 
plication of tonometer. A. J. O., 1922, v. 
5, p. 371. 

Greeves, R. A. Cholesterin crystals in cor- 


nea (dis.) Proc. Royal Soc. Med., Sec. on 
Ophth., Feb., 1922. A. J. O., 1922, v. 5, 
p. 374. 


Langdon, H. M. Keratitis profunda. A. J. 
O., 1922, v. 5, p. 382. 

Reis, W., and Sohn, |. Deep keratitis. Pol. 
Czas. Lek., 1921, v. 1, pp. 56-58. 

Uhthoff, W. Slow marginal ulcer of cornea 
with self delivery of both lenses. (2 ill.) 
Klin. M. f. Augenh., 1922, v. 68, pp. 289-291. 

Unger. Keratoconus. Arch. of Ophth., 1922, 
v. 51, p. 296. 

Van Lint. Intramuscular injections of milk, 
with neosalvarsan intravenously for par- 
enchymatous keratitis. Clin. Opht., 1922, 
v. 26, pp. 191-195. 

Zentmayer, W. Interstitial keratitis. A. J. 
O., 1922, v. 5, p. 399. 

Repeated titles. Asmus, E. (O. L., 1921, v. 
17, p. 410) A. J. O., 1922, v. 5, p. 410. 
Kooy, J. M. (O. L., 1921, v. 17, p. 410) 
A. J. O., 1922, v. 5, p. 410. Meesmann, A. 
(O. L., 1921, v. 17, p. 113) A. J. O., 1922, 
v. 5, p. 409. 


ANTERIOR CHAMBER AND PUPIL. 
Brazeau, G. N. Bilateral persistent pupil- 
lary membrane. A. J. O., 1922, v. 5, p. 370. 
Drakeford, J. H. Pupillary action. (2 ill.) 
Arch. of Optometry, 1922, v. 1, pp. 72-83. 
Finnoff, W. C. Hemorrhage following old 
ocular injury. (dis.) A. J. O., 1922, v. 5, 
p. 390. 
Radcliffe, McC. Hemorrhage into anterior 
chamber. A. J. O., 1922, v. 5, p. 399. 
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Seidel, E. Escape of fluid from anterior 
chamber with normal and subnormal] ten- 
sion. Animal experiments. Klin. M. f. 
Augenh., 1922, v. 68, pp. 291-295. 

Wilson, S. A. K. Argyll-Robertson pupil. 
Jour. of Neur. and Psychopath., 1921, v. 2, 
pp. 1-25. 

Wootton, W. H. Paralytic miosis. 
Ophth., 1922, v. 51, p. 288. 

Wirdemann, H. V. Pupil in health and dis- 
ease. Northwest Med., 1922, v. 21, pp. 154- 
157. 


Arch. of 


THE UVEAL TRACT. 

Frede, N. di. Etiology and pathogenesis of 
diabetic iritis. Boll. d. Clin., 1921, v. 38, 
pp. 338-340. 

Pockley, G. A. Aniridia. Proc. Ophth. Soc. 
New South Wales, Nov., 1921. Med. Jour. 
of Australia, April 22, 1922, p. 446. 

Shoemaker, W. A. Serous cyclitis caused by 
diseased teeth. A. J. O., 1922, v. 5, p. 396. 

Smith, E. T. Gumma of choroid. (dis.) 
Proc. Ophth. Soc. New South Wales, Nov., 
1921. Med. Jour. of Australia, April 22, 
1922, p. 446. 

Repeated titles. Heine, L. (O. L., 1921, v. 17, 
p. 5648) A. J. O., 1922, v. 5, p. 411. 
Niederegger, E. (O. L., 1921, v. 17, p. 115) 
A. J. O., 1922, v. 5, p. 410. 


SYMPATHETIC DISEASE. 
Vail, D. T. Sympathetic ophthalmia cured. 
Arch. of Ophth., 1922, v. 51, pp. 255-263. 


GLAUCOMA. 

Bane, W. C., and W. M. Buphthalmus. (dis.) 
A. J. O., 1922, v. 5, p. 389. 

Dunn, J. Causation of simple glaucoma. A. 
J. O., 1922, v. 5, pp. 348-352. 

Faith, T. Clinical observations on increased 
intraocular tension. (dis. 380) A. J. O.. 
1922, v. 5, pp. 352-355. 

Fields, S. O. Intermittent ophthalmomalacia. 
Arch. of Ophth., 1922, v. 51, pp. 233-236. 
Herbert, H. Trend in glaucoma operations. 
Iris prolapse technic. (2 ill.) Arch of 

Ophth., 1922, v. 51, pp. 203-209. 

Imre, J. Jr. Influence of endocrin system 
on intraocular tension. Endocrinology, 
1922, v. 6, pp. 213-218. 

Post, M. H. Chronic simple glaucoma with- 
out increased tension. (dis.) A. J. O., 1922. 
v. 5, p. 392. 

Thomson, E. S. Glaucoma following cyclo- 
plegic. (dis.) Arch. of Ophth., 1922, v. 
51, pp. 288-292. 

Weekers, L. Permanent drainage of vitreous 
in glaucoma. Arch. d’Opht., 1922, v. 39, 
pp. 279-284. 

Wipper, O. Glaucoma a ciliary neuritis. A. 
J. O., 1922, v. 5, pp. 368-369. 

Repeated titles. Holth, S. (O. L., 1921, v. 
17, p. 549) A. J. O., 1922, v. 5, p. 414. 
Van Duyse, G. M. (O. L., 1921, v. 17, p. 
116) A. J. O., 1922, v. 5, p. 244. 


THE CRYSTALLINE LENS. 
Beauvieux and Germain, A. Anterior polar 
cataract. (1 pl. 3 ill.) Arch. d’Opht., 1922, 
v. 39, pp. 285-297. 


Bednarski, A. Spontaneous cure of senile 
cataract. Pol. Czas. Lek., 1921, v. 1, p. 37, 

Mufioz Urra, F. Simple method of creating 
a vacuum for Barraquer’s operation. (1 
ill.) Graefe’s Arch. f. Ophth., 1922, v. 107, 
pp. 148-150. 

Post, M. H. Membranous cataract. 
1922, v. 6, p. 392. 

Ralston, W., and Goar, E. L. Detachment 
of retina following intracapsular cataract 
extraction. A. J. O., 1922, v. 5, p. 372. 

Shields, J. M. Posterior cortical cataract. 
(dis.) A. J. O., 1922, v. 5, p. 389 

Vogt, A. Slit lamp microscopy, congenital 
and early changes in lens. (36 ill.) 
Graefe’s Arch. f. Ophth., 1922, v. 107, pp. 
196-240. 

Ziegler, S. L. Complete V-shaped discission 
for zonular and pyramidal cataract. A. J. 
O., 1922, v. 5, p. 381. 


THE VITREOUS. 
Magruder, A. C. Abscess, metastatic in eye. 
(dis.) A. J. O., 1922, v. 5, p. 391. 
Scarlett, H. W. Persistent hyaloid vessels 
in canal of Cloquet. A. J. O., 1922, v. 6, 
p. 388. 
Trantas. Persistent hyaloid artery. 
Opht., 1922, v. 26, pp. 123-131. 
Repeated title. Bachstez, E. (O. L., 1921, v. 
17, p. 414) 


A. J. O., 


Clin. 


THE RETINA. 
Behan, J. L. Fundus changes in nephritis. 
J. A. M. A., 1922, v. 78, pp. 1691-1694. 
Benedict, W. L. Retinitis of hypertension 
plus nephritis. (bibl.) J. A. M. A., 1922, 
v. 78, pp. 1688-1691. 


Cayce, E. B. Intraocular hemorrhage, vas- 
cular loop. (2 ill. dis.) A. J. O., 1922, v. 
5, p. 397. 

Dodd, R. C. Retinitis. Arch. of Ophth., 


1922, v. 51, p. 295. 
Goldenburg, M. Retinitis pigmentosa. 
A. J. O., 1922, v. 5, p. 376. 
Holloway, T. B. Amaurotic family idiocy 


(dis.) 


(dis.) A. J. O., 1922, v. 5, p. 382. 
Juler, F. Symmetric macular disease. Proc. 
Royal Soc. Med., Sec. on Ophth., Feb., 


1922. A. J. O., 1922, v. 5, p. 373. 

Magitot, A. Retinal current, modification of 
retinal electromotive condition by light. 
(7 ill. bibl.) Ann. d’Ocul., 1922, vy. 159, pp. 
241-263. 

Marx, E. Treatment of detached retina. 
Nederl. Tijdsch. v. Geneesk, 1922, i. p. 834. 
Abst. J. A. M. A.,; 1922, v. 78, p. 1674. 


Roberts, E. L. Intraocular hemorrhage fol- 
lowing vaccination. (dis.) A. J. O., 1922, 
v. 5, p. 397. 


Shields, J. M. Retinal detachment. 
A. J. O., 1922, v. 5, p. 390. 

Torrance, H. W. Symptomatology and path- 
ology of Tay-Sach’s disease. Glasgow 
Med. Jour., 1922, v. 97, p. 193. 

Weidler, W. B. Altitudinal hemianopsia due 
to occlusion of inferior temporal artery. 
Arch. of Ophth., 1922, v. 51, p. 296. 


(dis.) 
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iirdemann, H. V. Retinitis proliferans. (2 
= pl.) A. J. O., v. 5, pp. 337-338. 
Repeated titles. Ferrari, G. (O. L., 1921, v. 

17, p. 551) A. J. O., 1922, v. 5, D. 415. 

Kuemmell, R. (A. J. O., 1922, v. 5, pD. 333) 

A. J. O., 1922, v. 5, p. 412. 

TOXIC AMBLYOPIAS. 
Schweinitz, G. E. de. Toxic amblyopia with 
ceases. A. J. O., 1922, v. 5, pp. 386-388. 
Suker, G. F. Neosalvarsan for toxic ambly- 

opia. A. J. O., 1922, v. 5, pp. 377-379. 

OPTIC NERVE. 

Blaxland, F. J. Optic atrophy. Proc. Ophth. 
Soc. New South Wales, Nov., 1921. Med. 
Jour. Australia, April 22, 1922, p. 448. 

Hippel, E. v. Choked disc in tetany. Graefe’s 
Arch. f. Ophth., 1922, v. 107, pp. 437-438. 

Van der Hoeve, J. Optic nerve and acces- 
sory sinuses. Arch. of Ophth., 1922, v. 51, 
pp. 210-222. 

VISUAL TRACTS AND CENTERS. 

Garraghan, E. F. Left homonymous hem- 
jianopsia. A. J. O., 1922, v. 5, p. 379. 

THE EYEBALL. 

Finnoff, W. C. Microphthalmus. 
1922, v. 5, p. 390. 

Hanssen, R. Stump formation after removal 
of eye. (1 ill.) Klin. M. f. Augenh., 1922, 
vy. 68, pp. 300-305. 

Mann, |. C. Structures associated with 
choroidal fissure. (dis.) Proc. Royal Soc. 
Med., Sec. on Ophth., Feb., 1922. A. J. O., 
1922, v. 5, p. 374. 

THE LACRIMAL APPARATUS. 

Duverger. Operative technic for removal of 
lacrimal sac. (13 ill.) Arch. d’Opht., 1922, 
v. 39, pp. 257-278. 

Pacalin, G. Treatment of dacryocystitis. 
Paris Méd., 1922, v. 12, p. 256. Abst. J. A. 
M. A., 1922, v. 78, p. 1578. 

Ziegler, S. L. Rapid dilatation in radical 
treatment of lacrimonasal disease. (1 ill. 
dis.) J. A. M. A., 1922, v. 78, p. 1701. 

Repeated titles. Brandt and Fraenkel. (A. 
J. O., 1922, v. 5, p. 422) International Med. 
and Surg. Survey, April, 1922, p. 231. 


DISEASES OF THE LIDS. 

Elschnig, A. Significance of molluscum con- 
tagiosum as etiologic factor of conjunc- 
tival and corneal disease. (bibl.) Arch. 
of Ophth., 1922, v. 51, pp. 237-238. 
Apparent entropin in new born. Med. 

Klin., 1922, v. 18, p. 498. 

Holloway, T. B. Plastic operation for cica- 
tricial ectropion. A. J. O., 1922, v. 5, p. 381. 

Lehrfeld, L. Bilateral ptosis. A. J. O., 1922, 
v. 5, p. 399. 

Oliver. Plastic operation for lid deformity. 
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